PRINTED: 07/07/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: N COMPLETED
c
495203 B.WING 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
ENVOY OF ALEXANDRIA,LLC 209 VIRGINIA AVENUE
’ ALEXANDRIA, VA 22302
() ID SUMMARY STATEMENT GOF DEFICIENGIES iD i PROVIDER'S PLAN OF CORRECTION {x5)
PREF:X {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
E 000 Initial Comments E 000
Anunannounced Emergsncy Praparedness
survey was conducted 6/27/2022 through
6/29/2022, The facllity was in substantial
compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. i
F 000 ' INITIAL COMMENTS F 000

Anunannounced Medicare/Medicald standard
survey was conducted 6/27/22 through 6/29/22,
Corractions are required for compllance with 42
CFR Part 483 Federal Long Term Care
requirements. Three complaints were
investigated during the survey
{VADD053324-substantiated without deficiency,
VAQ0055516-unsubstantiated:
VAQ0050258-unsubstantiated). The Life Safaty
Code surveyfreport will follow.

- The census in this 111 certified bed facllity was
101 at the time of the survey. The survey sample
consisted of 33 current Resident reviews and 6
. closed record reviews.
F 558 | Reasonabla Accommodations Needs/Preferences F 558
58=0 | CFR(s). 483.10{(e)(3)

1. Resident #1was provided a reclining

chair and famliy was informed. The 8/3/2022
Reclining is stored closed to the second

fioor solarium when not in use. Family

educated on the location of the chair to

prevent to misconception that there is no

chair.

' §483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
Encanger ths hoals o salety of e resdort or 2. All residents requiring the use of a
otherr:'gsi dents y raclining chair to be out of bed are af risk to
This REQUIREMENT is not met as evidenced zfa';‘igg‘“ed SR St L

by: A quality review was conducted on

residents that require a reclining chair ta get

out of bed to ensure there is a reclining
chair made available for them.

Based on observation, family interview, staff
interview, facility document review, and clinical
record review, it was determined the facility staff
falled to accommodate a resident's need for a

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) PATE

gY'\(hm Jn/}\ Q. AdA Exowhyt Nicedsd LI-IZZ.’ZZ
Any deficlency stdlement e'r;din‘ﬁ wifh 'an aster'i (* }de!mtes a deﬁdency which the mstitulion may be excused from correctlng provld:ng it i determinad that i

olher safeguards provide sufficient frofection 1d the patients . (See instructions.) Except for aursing homas, the findings stated sbove are disclosable 80 days
following the date of survey whether\ognot a plan of correction is provided. For nursing homes, the abave findings and plans of comection ars disclosable 14
days following the date these documenis are made available to the facility. It deficiencies are cited, an approved plan of carrection Is requisite to continued
program partic:pation.
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reclining chair for one of 39 residents in the
survey sample, Resident #1 (R1). The facility staff
failed to provide a reclining chair for R1 to enable
the residant to get out of bed.

The findings include:

R1's diagnoses included, but not limited 1o,
Parkinson's disease and diabates. On the most
recent MDS (minimum data set}, an annual
assessment with an ARD (assessmant reference
date) of 3/14/22, R1 was coded as having no
cognitive impalrment for making dally decisions.
R1 was coded as requiring the extensive
assistance of staff members for transferring from
bed to chalir.

R1 was observed on the following dates and
times: 6/27/22 at 1:47 p.m. and 6:14 p.m.;
6/28/22 at 9:29 a.m. At all observations, R1 was
sitting up in bed, with eyes closed. R1 had tube
faeding running, and oxygen was administered at
~ 2liters per minute via tracheostomy. R1 was
: supported in bed by multiple pillows, and a
positioning device at the foot of the bed was in
ptace to prevent further foot drop. R1 was
, unavailable for interview throughout the survey
: due to being asleep at every observation.

On 6/27/22 at 4:22 p.m., R1's spouse was

interviewed. R1's spouse stated the only concern

about R¥'s care at the facility was that the facility
. staff had not gotten R1 out of bed into a chair
since R1 was readmitted from the hospital in
June 2022,

: Areview of R1's clinical record revealed the
| resident was discharged lo the hospital on 6/7/22
i and readmitted to the facility on 6/14/22.

(4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (EACH [ o)
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Continued From page 1 i
F 858 Continued From page 1 8/3/2022

3. Director of Clinical Services/Unit Managers |
will educate staff on the location of resident
reclining chairs on all the floors. i
4. Director of Clinical Services/Unit Manager
will conduct quality monitoring audits weelkiy
for 4 weeks then moanthly for 2 months to
ensure the availability of reclining chair and
the functionality of chair on all the resident
that required reclining chair to get out of bed.
The DCS will report findings to the QAPI
Committee monthly and Quality Monitoring
‘Review schedule will be modified based on
findings.

FORM CMS-2587(02-99) Previous Verslons Obsolete

Evenl ID:ZNURTT

Facitly ID: VADI20 If continuation shest Page 2 of 89




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: (7/07/2022

FORM APPROVED

OMB NC. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED
C
495203 B. WING 06/29/2022
NAME OF PROVIOER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
ENVOY OF ALEXANDRIA, LLC 900 VIRGINIA AVENUE
! ALEXANDRIA, VA 22302
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [a) i PROVIDER'S PLAN OF CORRECTION (xs}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 558 Continued From page 2 F 558

Areview of R1's paint of care/ADL {activities of
daily living) records for June 2022 revealed no
evidence that R1 was transferred from bed to
chair between 6/14/22 and 6/27/22.

On 6/2B/22 at 2:03 p.m., CNA (certified nursing
assistant) #2 was interviewed. She stated she
took care of R1 frequenlly. She stated, "We
haven't been getting out of bed because of the

" chair situation.” When asked for more
information, she stated R4 needed a reciining

* chair in order to get out of bad. She stated R1's
chair "disappeared” while the resident was in the
hospital, and the staff has not been able to find
another one for the resident. When asked if the
resident usually gets out of bed, she stated R1
usually gets out of bed on Monday, Wednesday,

. and Friday. She stated she did not know what

. happenad to R1's reclining chair when the

resident went to the hospital. When asked if she

had reported this to anyone, she stated she had

reported it to the unit manager.

On 6/29/22 at 8:24 a.m., OSM #3, the director of

rehabilitation, was interviewed. OSM #3 slated he

was familiar with R1, as R1 had been a resident
at the facility for several years. He stated he

thought R1 did not require a specially fitted chair,

but only required a generic reclining chair. He
stated he had never encountered issues with the
- facility’s reclining chair supply. He stated, "l think
. we have one on each floor.” He stated if a new
i reclining chair is needed, he goes first to the unit
i manager, then to the director of nursing or the
| executive direclor. He stated the resident did not

; need a therapy screening or referral in order to be

: approved for transfer by nursing from bed to a

i reclining chair.
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F 558 Continued From page 3

On 6/29/22 at 9:18 a.m., LPN (licensed practical

nurse) #1, the interim unit manager, was

interviewed. She stated she just became aware of

R1's nead for a reclining chair one the surveyors

had arrived at the building. She stated when R1

was discharged to the hospital, another resident

had an immediate need for a reclining chair, and

the staff gave that resident R1's reclining chair. :
She stated, "We had to make a cholcs. We had '
that one reclining chair." She stated, “They are '
looking into getting a new chair for [R1]." She

stated she is "talking to our ED {executive

director) about it." She stated the executive

director has to get approval for the purchase. She

stated she had spoken earlier with OSM #3, and

had asked OSM #3 to help expedite the

i procurement of the recliner chair. She stated

. OSM #9, central supply clerk, would know

! whether a new chair had been ordered yet.

On 6/29/22 at 9:23 a.m., OSM #9 was
interviewad. He stated a new recliner chair had
. not yet been ardered.

On 6/29/22 at 12:39 p.m., ASM {administrative
staff member) #1, the executive director, ASM #2,
the director of nursing, and ASM #4, the regional
director of clinical services, wera informed of
these concerns.

A review of the facility policy, "Social Services -
Accommodation of Needs,” revealed no
information related to the provision of medical
equipment to meet the needs of the resident.

: No further information was provided prior to axit.
F 600 Free from Abuse and Neglact
858=G

F 558

F 600

FORM CMS3-2687(02-99) Pravious Versions Obaclole Event ID: ZNUR1T

Facility ID: VAD128 lf continuation sheet Page 4 of 89




DEPARTMENT OF HEALTH AND HIUUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/07/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MLTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AT COMPLETED
C
495203 B. WING 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE
ENVOY OF ALEXANDRIA, LLC S00VIRGINIA AVENUE
' ALEXANDRIA, VA 22302
(*4)ID SUMMARY STATEMENT OF DEFICIENCIES 1o} PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE

DEFICIENCY) I

F 600 Continued From page 4
CFR{s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation
The rasident has the right lo be free from abuss,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from

i corporal punishment, invaluniary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facllity must-

§483.12(a){1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on residant interview, staff interview,
facility document review and clinical record raview
it was determined that the faciltty falled to protect
one of 39 residents In the survey sample from
resident-to-resident abuse, Resident #44. On
6/24/22, Rasident #37 hit Resident #44, which
required an emergency room visit where they
were diagnosed with a closed fracture of the
distal end of the left ulna {1), closed head injury,
abrasion of the nose and a closed fracture of the
nasal bone, resulting In harm.

The findings include:

Resident #44's (R44) most recent MDS
(minimum data set), an annual assessment with

, an ARD (assessment reference date) of 5/1/2022,

- the resident scared 15 out of 15 on the BIMS
{brief interview for mental status) assessment,

. indicating the resident is cognitively intact for

1. Resident #44 was seen and interviewed :3/3/2022

F 600 Dy social worker and geriatric psychiatric

doctor to ensure resident feels safe and
there was not emotional trauma sustained.
Resident #44 stated that he feels safe at
the facility and denies any emotional
trauma. Resident #37 no longer resides at
the center. i
2. All residents are at risk to be impacted by
the slleged deficient practice.
A quality review was conducted by the |
Director of Clinical Services/Social Services,
focusing on abuse and neglect- interviews
were conducted for all resident with a BIMs ¢
score of 9 and higher regarding
abuse/neglect and feeling safe in the
facility. Residents with a BIMs score of less
than 9 had skin evaluations completed to
determine if there were any signs of
abuse/neglect present.
3. Director of Clinical Services/Social
Services will educate all staff regarding
'monitoring and reporting of abuse and
‘neglect in a timely manner. Executive
birector and Sccial Services will re-educate
residents on next Resident Council meeting
regarding reporting any issues betwsen
residents or staff to the Supervisor or Social
Worker.

. Director of Clinical Services/Social !

ervices will conduct quality monitoring

udits for abuse and neglect weekly for 4
weeks and then monthly for 2 months. The
Director of Clinical Services will report i
findings to the QAP! Committee monthly for
3 months to maintain substantial
icompliance,
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making dalily decisions. Section E documented
no behaviors. Section G documented R44
requiring supervision with transfers, walking in the
room and corridors and locomotion on and off the
unit. Section G documented R44 not having any
impairment in the functional range of motion to
the upper and lower exfremities and being not
steady but able to stabilize without staff
assistance when walking.

On 6/27/2022 at 5:14 p.m., an interview was
conducted with R44 in their room. R44 was
observed lying in bad and was observed to have
a splint wrapped with an elastic bandage on the
left forearm. When asked aboul tha splint on the
lefl forearm R44 stated that they were hit by

- another resident with a cane in the solarium at

the end of the hallway the previous Friday. R44
stated that they had a fracture in the arm and a

' fractured nose from the incident. R44 stated that

they had gone to the emergency room and they
had taken x-rays, applied the splint and advised
them to follow up with an orthopedic physician to
see if they needed surgery or nat. When asked
about the resident who hit them, R44 indicated
that Resident #37 (R37) had approached them in
the solarium and started hitting them with a cane
over “nothing” and they were "crazy." R44 stated
that the staff were keeping R37 in their room and
were watching them all the time after the inclident.

The progress notes for Resident #44 documented
in part,

- "6/24/2022 20:19 (8:19 p.m.) Note Text:
Resident alert no respiratory distress noted.
Resident came to nurses station with blood on his
shirt and nose, bruises and bump (swelling)
behind left ear. resident ¢/fo (complains of) pain of
left arm. Resident stated he was lying on couch
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| watching TV in the solarium when resident [Room
i number Identifying R37] approached and accused
. him of messing up his puzzle in the solarium.
¢ Nursing supervisor notifled who then notified
DON (director of nursing) and called 911.
Resident sent fo ER (emergency room) for
evaluation and treatment.”
- "6/25/2022 00:20 (12:20 a.m.) Note Text:
Resident back from [Name of hospltal]) with the
diagnosis of closed fracture of distal end of lsft
ulna, abrasion of nose, closed fracture of nasal
- bone, closed head injury. New order of
Amaoxicillin-clavulanate (Augmentin) 875-125mg
take 1 tablet by mouth 2 times dally for 7 days.
Resident denied pain at this time, back in his
room at this time will continue to monitor.”
-"6/27/2022 16:16 (4:16 p.m.) Note Text:
Resident was interview taday with DSS (director
of social services) about what happened between
himself and other resldent. Restdent told writer
what transpired. Resident told writer is feeling
much better. Rasident told writer he feel safe at
* [Name of facility] at this time. Resident told writer
has no pain. Writer will continue to support
resident as needed.”

The "Aftar Visit Summary" dated 6/24/2022 for
R44 from [Name of hospllal] documented in part,
“...Reason for Visit: Facial laceration, arm injury.
Diagnoses: Clased fracture of distal end of left
ulna, unspecified fraciure morphclogy, initial
encounter, closed head injury, initial encounter,
abraslon of nose, initial encounter, closed fracture
of nasal bone, initial encounter...Imaging results:
Wrist Left PA (postero anterior) lateral and
oblique (final result) Redemonstrated mildly
displaced ulnar fracture. No additional fracture or
disiocation noted. Marked vascular calcifications
are presenl...Forearm complete Left (final resuft)

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A_BUILDING
C
495203 B.WiNG 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
900 VIRGINIA AVENUE
ENVOY OF ALEXANDRIA,LLC
ALEXANDRIA, VA 22302
(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORREGTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ' (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR LSG IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
F 600; Continued From page 6 F 600

FORM CMS-2667(02-89) Pravious Voersions Obsolote Evant ID: ZNUR 11

Facllily ID: VAD129

If continuation sheet Page 7 of 89




PRINTED: 07/07/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: A. BUILDING COMPLETED
C
495203 B. WING 06/29/2022
NAME OF PROVIDER OR SUPFLIER STREETADDRESS, CITY, STATE, ZIP CODE

900 VIRGINIA AVENUE

ENVOY OF ALEXANDRIA, LLC
F ' ALEXANDRIA, VA 22302

(X4)1D SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' DEFICIENCY)
FB00 Continued From page 7 F 600

1. Distal ulnar fracture 2. Dedicated 4 view study
of the wrist is recommended to better evaluate
the ulnar fracture and evaluate for underlying
distal radial fracture...CT (computed tomography)
head without contrast (fina! result) 1. No acute
intracranial abnormallty. 2. Right nasal bone
fracture appears new compared to the prior
exam..." ;

Resident #37's (R37) most recent MDS, a
quarterly assessment with an ARD of 4/2/2022,
the resident scored 15 out of 15 on the BIMS
assessment, indicating the resident is cognitively
intact for making daily dacisions. Section E
documented no behaviors. Secfion G
documented R37 requiring supervision with
transfers, walking in the room and corridors and
locomotion on and off the unit. Section G further
documented R37 being not steady but able to
stabilize without staff assistance with walking and
having no functional limitation in range of motion
in the upper or lower extremities. Section G
documented R37 using a walker. i

On 6/27/2022 at 1:56 p.m., an iflarview was |
conducted with R37 in their room. R37 was !
obsetved to have a staff member sitting cutside
of the room in a chair monltoring the room. R37
stated that the previous Friday they had a fight
with another resident who lived across the hall. '
R37 stated that the police had come and the
social worker had advised them they were going
. 1o be moved to another raom. R37 stated that

they did not understand why they were made o

stay in their room and not allowed to go outside to
- smoke with their friends hecause lhey were only i
trying {o defond themselves. R37 stated that the |
other resident hit them in their chest when they
asked them a question and they had to fight back
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- to protect themselvas. R37 stated that they were

- disappointed because they were not able to walk

- around the facflity currently or visit with their
friends. When asked about the other resident,

| R37 stated that it was the resident in the room
across the hall with the cast on the arm. R37

. stated that they did not know why they had a cast

now. R37 stated that the facliity staff were

making the fight into a bigger deal than it neaded

10 be because they were just trying to defend
themselves.

The progress notes for Resident #37 documented
in part;
- "6/28/2022 13:46 (1:46 p.m.} Note Text:
Addendum- On 6/24/2022 resident [Room
number identifying R44] came to nurses station
with blood on his nose, bruises and bump
(swalling) behind his laft ear. There was also
blood on his shirt. Resident [Room number
identifying R44] c/o pain on left hand. [Room

‘ number identifying R44] stated that he was lying
on the couch watching TV in the solarium when
above resident [Room number identifying R37]
approached and accused him of messing up his
puzzle in the solarium, [Room number identifying
R44] stated he did not know anything about his
puzzle. Then [Room number identifying R37]
struck [Room number identifying R44] with his
walking cane repsatedly. [Room number
identifying R44] stated he used his loft arm to
cover and protect his face. [Room number
identifying R37} then hit his arm too. [Room
number identifying R44] ran to nurses station
reported writer. Writer called nursing supervisor
who then reported to DON and called 911.
Resident [Room number identifying R44] was
sent to [Name of hospital} ER (emergency room)
for evaluation and treatment.”
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- "B8/27/2022 23:47 (11:47 p.m.) Note Text:
Resident transferred from room [Room number)
to [Room number] with all medications and
personal belongings." I
- "6/27/2022 18:25 (6:25 p.m.) Late Entry: Note :
Text: Resident was inlerviewed 6/27/22 about :
what happened between himself and another

resident. Resident agreed to move to ancther
room. [Name of Shelter] was contacted to see if
they have a placement for resident. Writer loft a

' message. [Name of Shelter] was conlacted as
well about placement and writer was told no bed
is available at this time."
-"6/27/2022 15:00 {3:00 p.m.) ...Behavioral {
problems are other socially inappropriate
behaviors Slammed door on staff when angry and !
yelling at staff...” i !

" -"6/27/2022 01:43 (1:43 a.m.) Note Text: ’
Resident called for pain medication for
generalized pain al 1:25 am. Writer was on
[Name of unlt] finishing up with ancther resident.
Wiriter went io [Name of unit] at 1:30am to give
[Name of R37] his Percocet, While checking
resident’s order to pull medication, resident
walked from his room to the nurses station and
slartad yelling and cursing writer out. Resident
slated that he had been waiting 15 minutes for

; someone to come and give him his Percacet.

i Resldent snatched medication out of nurses

. hand, refused water and told nurse, "you drink it."

" Resident walked back to his room and slammed

: his door. | followed up with resident immediately

. and medication was taken. Resideni remains in '
room, lying down. Writer will check on resident
soon when he has calmed down {o check on his
pain. Supervisor notified of outburst.” :
-"8/26/2022 07:19 (7:19 a.m.) Note Text: At :
3:45am resident left his room stating his going i
outside to get fresh alr, resident was told to wait
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until morning which he refused, was also told to
sign LOA (leave of absence) which he refused
too. Resident stated *I'm not In prison”, resident
was told how unsafe it was to go out at that time
of the night. Supervisor was made aware,
resident went oulside and came back to the unit
at 4:10am. He is in his room at this time, will
continue to monitor.”
- "6/23/2022 10:28 (10:28 a.m.) Note Text:
Resident and | called [Name of Sheltar] and lefi a
volcemail. Resident was provide the number to
give them a call iater. Writer and 1 called have
been trying to call [Name of Shelter] for the few
days with no response. Writer left a voicemail.”
-"6/16/2022 11:00 {11:00 a.m.) ...Behavioral
problems are verbal behaviors (screaming,
cursing, etc.) Screaming at Writer using foul
Language told writer "you are an animal go back
where you came from"” with expletives, Slamming
his door..."
- "5/4/2022 21:59 (9:59 p.m.) Physician progress
note. Note Text: patient has been agitated,
hostile to staff. Psych (psychialry) deemed patient
to have mental capacity discussed with DON.
. Patiant is not safe to stay In the facility as he can
. be a risk to other residents or staff."
* -"5/4/2022 09:34 (9:34 a.m.) Note Text: slammed
- the door in my face. Resident asked if he can put
his tray on the treatment cart, | sald No, he
cannot | asked him politely "Can you give it to me
please” He handed the tray to me and slammed
the door in my face."
- 5/3/2022 18:13 (6:13 p.m.) Note Text: At
approximately 2300 (11:00 p.m.) on /2
(5/2f2022), the evening nurse nolifled this writer
that the damaged taplop was no longer working
aftar resident poured water on it. Writer notified
the pofice who retumed to the facility at 0700
{7:00 a.m.) on 5/3 (5/3/2022) to document the

i F 600
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destruction of property. Police stated that writer
would have to go to magistrate independently to
request the warrant for misdemeanor destruction
of property. Police officers spoke with resident in
the presence of the writer. Resident recounted
the evanis of the previous night in great detail
until the police asked, "what happened with the
water and the cart”. Resident began stating he
“knew nothing" about that started lo become
agitated. He stood up and left the interview
saying, "well if you are going to arrest me then
arrest me. 1 would rather go to Jail than be in the
****hole", Resident currently in room alone with
1:1 (one to one) supervision to ensure safety of
those around him. Resident’s guardian and
_ physician updated on current status.”
' - "5/2/2022 22:04 {10:04 p.m.) Note Text: This
wirter [sic] received call from the nurse on
» resident’s unit at approximately 8:45pm. Nurse
reported that resident was upset about pain
meadication being administered every 6 hours
instead of every 2 hours and that he was
disrupting the unit. Writer coutd hear resilent
yelling in the background loudly and calling the
nurse obscene names, Nurse reported that
resident was slamming doors, yelling loudly and
grabbed the unit phone off of the wall. The nurse

when she attempted to enter to attend to [R37)'s
roommale. Nurse also reported that resident
intentianally knocked over the ice pitcher on the
medication cart, damaging the medication laptop.
Whiter notified police and they responded to the
building. Writer spoke with police officars on site
who stated, "well there Is not much we can do in
this setting other than speak with him and
document”. Police officer reported that residant
was calim upon their arrival and denied doing
anything the [sic] medication cart. Police officer

staled that resident tried to pull the door shut :
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stated the laptop remained "on" and working, but '
thalif Is [sic] stopped weorking to call back to i
document the damage. Increased supervision
provided by CNAS (certified nursing assistants)
during the remainder of the shifl. Writer left
message for resident's guardian and physician
regarding his behavior. Writer also notified psych
(psychiatrist), who stated he would come in the
morning to see the resident.”

" The geriatric psychiatry consult note dated
3/10/2022 for R37 documented in part, "...asked
to evaluate cognition. Pt (patient}is alert &
engaging. Fully oriented. He admits he is easily
frustrated. He foels staff "don't care." He can be
very aggressive verbally, Has been known to use
racial slurs, hard to direct..."

The geriatric psychiatry consult note dated
5/3/2022 for R37 documented in part, "...Pt has
been struggling, he is frustrated he is here. Feels
mistreated by staff. Lastweek was physically
aggressive [medical abbreviation for "with"]
behaviors that included breaking a laptop..."

The comprehensive care plan for R37
documented in part, "[Name of R37] is at risk for
hehaviors (verbal/physical aggression, refusal of
care, delusions) r/t (related to) diagnosls of
adjustment disorder with disturbance of conduct,
mood disorder, psychosis and major depression.
Dale Initiated: 08/16/2021. Revision on:
11/08/2021."

The FRI (facllity reported incident) dated

6/25/2022 documented in part, "... [Name of R44]
reported resident-rasident altercation that took |
place in the second floor solarium betwaen |

himself and [Name of R37]. Head-to-toes }

FORM CMS-2567{02-89) Previous Versions Obsolels Event ID: ZNUR Facllity 1D: VA0129 If coniinuation sheet Page 13 of 89



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/07/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER: A BUILDING COMPLETED
C
495203 B. WING 06/2912022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ENVOY OF ALEXANDRIA, LLC S00VIRGRIIA AVEMS
' ALEXANDRIA, VA 22302
(%4) 1D SUMMARY STATEMENT OF DEF ICIENCIES " PROVIDER'S PLAN OF CORRECTION X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE
DEFICIENCY)
F 600 Continued From page 13 F 600

assessment completed, [Name of R44] presented
with nose bleed, and a bruise 1o the back of his
neck. [Name of R37] sustained no injury. [Name
of R44] transferred to the hospital for further
evaluation. Responsible party and Physlcian
natified. Resident send [sic] back to their room
under 1:1 observation, one resident send to ED
{emergency department} for further evaluation,
facility investigation initiated including resident
evaluationsfinterviews, staff interviews and staff
education..."

On 6/28/2022 at 1105 a.m., an interview was
conducted with OSM (other staff member) #10,
the director of soclal services. OSM#10 stated
that they were notin the facility on 6/24/2022
when R37 and R44 had the allercation. OSM #10
stated that they were called and made aware of
the Incident that day and had followed up with
both residents on 6/27/2022. OSM #10 stated
that R37 had previous behaviors of slamming
doors, destruction of facility property and being
verbaily abusive to staff members but had not

. displayed any aggression towards another

resldent that they were aware of prior to that day.
OSM #10 stated that they had been aftempting to
find alternate housing for R37 since they had
been to court and deemed competent but had not
been able to find a safe discharge location for
them. OSM #10 stated that R37 was alert and
oriented and had stated that R44 had hit tham in
the chest first when they had interviewed them on
6/27/2022 regarding the incident. OSM #10
stated that the incident between R44 and R37
was not witnessed by any slaff or other residents.
OSM #10 stated that since 6/24/2022, R37 had
been on 1 to 1 monitoring and staff were with
them if they left the room for anything. OSM#10

! stated that R44 had never displayed any
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behaviors and was always a quiet person who
enjoyed sitting in the Solarium watching
television,

On 6/28/2022 at 12:54 p.m., an inferview was
conducted with LPN (licensed practical nurse) #7.
' LPN #7 stated that R37 had anger issues and
would throw things at staff when thoy became
i angry. LPN #7 stated that there were times when
: R37 was very pleasant and charming to the staff.
LPN #7 stated that they were not aware of any
aggression from R37 towards another resident
prior to the altercation with R44 on 6/24/2022.
LPN #7 stated that they had kept R37 in their
room with 1 to 1 monitaring and a chapercne if
they left the room since the altercation an
6/24/2022, LPN #7 stated that R44 had never
displayed any aggressive behaviors and was
always very social and friendly, LPN #7 stated
that any resident to resident altercation was '
intervened upon and the residents were ‘

separated and it was immaediately reparted lo the
director of nursing or administrator, LPN #7
stated that bath R37 and R44 were alert and
oriented lo person, place, time and situation.

On 6/28/2022 at 1:48 p.m., an interview was
conducted with LPN #4, unit manager. LPN #4
stated that residents were separated if involved in
a resident to resident altercation. LPN #4 stated
that the residents would be assessed, EMS
(emergency medical services) and police would
be notified and they would report the incident to
the supervisor and the director of nursing. LPN
4 stated that they would assess the residents
depending on the behavior of the residents
involved and keep everyone safe,

On 6/28/2022 at 2:00 p.m., an interview was
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conducted with LPN #1, unit manager. LPN #1
stated that R37 would lash out at staff at imes
and It was "like walking on eggshalls.® LPN #1
stated that R37 had destroyed a facility laptop
and did not care. LPN #1 stated that they had to
keep other residents out of the way when R37
tashed out at the staff. LPN #1 stated that they
were not aware of any incidents with other
residents prior to 6/24/2022 with R37. LPN #1
stated that R37 mostly had verhal behaviors that
were off and on. LPN #1 stated that they had not
had any conversations with R37 since the
incident on 6/24/2022. LPN #1 stated that R44
had no history of any behaviors and was always
pleasant.

On 6/28/2022 at 2:11 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the director of nursing. ASM #2
stated that R37 was competent and had been to
court to have the guardianship lifted. ASM #2
stated that R37 had previously damaged a facility
laptop when the nurse would not give them
additional pain medications. ASM#2 stated that
R37 had been placed on 1 to 1 monitoring after
the incident on 5/2/2022 when they damaged the
facility laptop and displayed behaviors towards
staff. ASM #2 stated that the police had come at
that time and R37 had lied to the police saying
they did not remember anything. ASM#2 stated
that R37 did not lack capacity and the poiica
knew they were lying but could not do anything.
ASM #2 stated that the previcus DON (director of
: hursing) had moved R37 {o a private room and
placed them on 1 to 1 monitoring at that time and
there had been no further behaviors. ASM #2
stated that they had ended the 1 to 1 moniloring
around 5/24/2022 because R37 was not
i displaying any behaviors and the physician had
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determined that it could be lifted. ASM #2 stated
that they were having the physician fax over a
note documenting this. ASM #2 stated that they
felt that R37 waited until late on 6/24/2022 after
administrative staff had left for the day before
approaching R44 in the solarium. ASM #2 stated
that on 6/24/2022 after 8:00 p.m., they received a
phone call from the facility saying that R44 had
been hit with a cane and was going fo the
hospital. ASM #2 siated that when they arrived
R44 had already left for the hospital and R37 was
in their rcom. ASM #2 stated that they spoke with
R37 that night thay sald they did it because R44
touched their puzzle. ASM #2 siated that R37
had "cussed me out” when they were told they
were golng to have the 1 to 1 monitoring and
going to move to another room. ASM #2 stated
that they left the facility prior to R44 coming back
from the hospital. ASM#2 stated that they saw
R44 on 6/27/2022 with the bruise on the neck,
broken nose and arm. ASM #2 stated that they
asked R44 why they did not call for help on
6/24/2022 and what happenad. ASM #2 stated

. that R44 explained that R37 thought they messed

! up their puzzle. ASM #2 stated that R44 would
not press charges against R37 because they did
not want them 1o get into trouble. ASM #2 stated
that R37's actions were criminal.

On 6/28/2022 at 4:36 p.m., an interview was
conducted with CNA (certified nursing assistant)
#9. CNA #9 stated that they were working on
6/24/2022 when the altercation betwoen R37 and
R44 occurred. CNA#9 stated that near the end
of the evening shift they were at the nurses
station when R44 came up to the nurses station
with blood on their nose and said that R37 had hit
them with a cane. CNA#9 stated that R44 had

told them that R37 had accused them of messing

F 800

FORM CMS-2567(02-99) Provious Varsions Obsolate Event 1D: ZNURT

Facilily ID: VAQ129 If continuation sheet Page 17 of 89




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/07/2022
FORM APPROVED
OMB NO. 0938-0391

up their puzzle. CNA#9 stated that the nursa had
called 911 to send R44 to the emergency room
and they had made sure R37 was in their room
and monitored 1 on 1. CNA #9 stated that there
were no staff or residents who witnessed the
incldent. CNA#9 stated that R44 nomally sat
down In the solarium every day watching

- lelevision. CNA #9 stated that R37 was verbally
abusive to siaff at imes and had slammed doors
attimes. CNA#9 slated that if a resident to
rasident altercation was witnessed they
immediately separated the residents and called
for help. CNA#9 stated that they reported any
incidents to the nurse. CNA #9 stated that they
reported this because residents could abuse
other residents.

On 6/29/2022 at 10:08 a.m., an Interview was

_ conducted with ASM #5, medical doctor. ASM #5
stated that they care for R37. ASM #5 stated lLhat

 when R37 gets emotional they could become
dangerous and verbally difficult and act out. ASM
#5 stated that normally R37 was not dangerous.
ASM #5 stated that R37 had destroyed some
property but they did not feel that they could give
someone a concussion. ASM #5 stated that they
had not seen R37 since the incident on 6/24/2022
with R44 but based on what was going on with
them they felt that everything was behavioral.
ASM #5 stated that they felt that if R37 did not get
what thay wanted things would keep happening
and R37 needed to be safely discharged. ASM
#5 stated that they had recommended for the 1
on 1 monitoring to continue and far nursing to
keap working on a safe discharge. ASM #5
stated that they felt that R37 did not like R44 for
some reason and was mad at them,

The facility policy "Abuse, Neglect, Exploltation &
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Misappropriation” with a revision date of
11/28/2017 documented in part, “Itis inherent in
the nature and dignity of each resident at the
center that he/she be afforded basic human
rights, including the right to be free from abuse,
neglect, mistreatment, exploitation and/or
misappropriation of property...Abuse is the willful
infliction of injury, unreasonable canfinement,
intimidation, or punishment with resulting physical
harm, pain, or mental anguish...Furthermore, the
Administration of The Company recognizes that
resident abuse can be committed by other
residents, visitors, or volunteers..."”

On 6/28/2022 at 3:48 p.m., ASM (administrative
staff member) #1, the executive director and ASM
#2, the director of nursing were made aware of
the concern far harm.

No further Information was provided prior to exit.
Referencea:

1.ulna
. Ofthe 206 bones in your body, thrae of them are

in your arm: the humerus, radius, and ulna. this
information was obtalned from the website:
hitps:ffimedlinaplus.gov/arminjuriesanddisorders.h
tmil

F 607 - Develop/implement Abuse/Neglect Policies

5$5=D . CFR(s):483.12(b){(1){3)

§483.12(b) The facility must develop and
implement written policies and procedures that:

: §483.12(b){1) Prohibit and prevent abuse,
naglect, and exploitation of residents and
misappropriation of resident property,

F 600

.1 Resident #44 was seen and interviewed .3/3/2022
F 607 by social worker and geriatric psychiatric
; doctor to ensure resident feels safe and that
: no emotional trauma was sustained.
[ Resident #44 indicated that he feels safe at
' the facility and denies any emotional
trauma. Resident #37 is no longer a
resident at the center.
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§483.12(b)(2) Establish policies and procedures
to investigate any such allegations, and

§483.12(b)(3) Include training as raquired at

paragraph §483.95,

This REQUIREMENT Is nol met as evidenced
by:

Based on resident interview, staff iMerview,
facility document review and clinical record review
it was determined that the facility staff falled to
implement their abuse policy and procedures 1o
ensure one of 39 residents in the survey sample
was free from abuse, Resident #44. On 6/24/22,
Resident #37 hit Resident #44, which required an
emergency room visit where they wera diagnosed
with a closed fracture of the distal end of the left
ulna (1), closed head injury, abrasion of the nose
and a closed fracture of the nasal bone.

The findings include:

Resident #44's (R44) most recent MDS
(minimum data set), an annual assessment with
an ARD (assessment raference date) of 5/1/2022,
the resident scored 15 out of 15 on the BIMS
(brief interview for mental status) assessment,

- indicating the resident s cognitively intact for

making dally decisions. Section E documented

- no behaviors. Section G documented R44
' requiring supervision with transfers, walking in the

rcom and corridors and lacomotion on and off the
unit. Section G decumented R44 not having any
impairment in the functional range of motion to
the upper and lower extremities and being not
steady but able to stabliize without staff
assistance when walking.

On 6/27/2022 at 5:14 p.m,, an interview was

i2, All residents have the potential to be
impacted by the alleged deficient practice.
Quality review conducted by the Director
of Clinical Services/Unit Managers/Social
Services regarding abuse and neglect on all
residents, Residents with a BIMS score of 9
nd higher were interviewed and they
were also questioned if they feel safe at
he center. Residents with a BIMS score of
less than 9 had skin evaluations completed
o determine if there were any signs of
buse/neglect present. Quality review
onducted by the Director of Clinical
ervices/Unit Managers/Social Services of
post event management to include _
upervision of residents with behaviors. |
. All staff with be educated by the Social
ervice Director and Director of Clinical |
ervices/Unit Managers on: abuse and
neglect, dementia behavior training and
managing post event supervision, |
he interdisciplinary team will review each .
!abuse/neglect situation to determine that
ithe appropriate post event interventions
are put into place as indicated including
supervision of participants.
In the morning clinical meetings a review of|
residents with behaviors impacting others |
will be reviewed to ensure that proper |
interventions are put into place to prevent i
abuse/neglect situations. '
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conducted with R44 In their room. R44 was

observed lying in bed and was observed to have

a splint wrapped with an elastic bandags on the

left foraarm. When asked about the splint on the

left forearm R44 stated that they were hit by

another resident with a cane In the solarium at

the end of the hallway the previous Friday. R44

stated that they had a fracture in the arm and a

fractured nose from the incident. R44 stated that
- they had gone to the emergency room and they !
had taken x-rays, applied the splint and advised !
. them to follow up with an orthopedic physician to i
: see if they needed surgery or not, When asked

about the resident who hit them, R44 indicated

that Resident #37 (R37) had approachad them in

the solarium and started hitting them with a cane

over "nothing” and they were "crazy.” R44 siated

that the staff were keeping R37 in thelr room and

were watching them all the lime after the incldent.

in part;

- "6/24/2022 20:19 (8:19 p.m.) Nole Text:

Resident alert no respiratory distress noted. |
Resident came to nurses station with blood on his '
shirt and nase, brulses and bump (swelling)

behind left ear. resident c/a (complains of) pain of

left arm. Rasident stated he was lying on couch

watching TV in the sofarium when resident [Room
number identifying R37} approached and accused

him of messing up his puzzle in the solarium. i
Nursing supervisor notified who then notified g
DON (director of nursing) and called 911. '
Resident sent to ER {(emergency room) for

evaluation and treatment.”

- "6/25/2022 00:20 (12:20 a.m.) Note Text:

Resident back from [Name af hospital] with the
diagnosis of closed fracture of distal end of left

ulna, abrasion of nose, closed fracture of nasal

The progress notes for Reslident #44 documented ‘

4. The Executive Director/Director of
Clinical Services/Unit Managers to conduct
quality monitoring for abuse/neglect and
post event supervision weekly x 6 weeks.
he Executive Director/Director of Clinical
Services/Managers to conduct quality
Imonitoring of residents with behaviors
‘affecting others to ensure proper
management weekly x 6 weeks. The
findings of these quality monitoring’s to be
rreported to the Quality
Wssurance/Performance improvement
ICommittee monthly. Quality Monitoring
chedule modified based on findings with
iquarterly monitoring by the Regional
Director of Clinical Services / designee.
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bane, closed head injury. New order of
Amoxicillin-clavulanate (Augmentin) 875-125mg
take 1 tablet by mouth 2 times daily for 7 days.
Resident denied pain at this time, back in his
room at this time will continue to monitor.”

* The "After Visit Summary” dated 6/24/2022 for
R44 from [Name of hospltal} documented in part,
“...Reason for Visit: Facial laceration, arm Injury.
Diagnoses: Closed fracture of distal end of left :
ulna, unspacified fracture morphology, initial . ;
encounter, closed head injury, initial encounter,
abrasion of nose, initial encounter, closed fracture
of nasal bone, initial encounter...Imaging resuits:
Wrist Lefl PA {postero anterior) lateral and
oblique (final result) Redemonstrated mildly
displaced uinar fracture. No additional fracture or |
dislocation noted. Marked vascular calcifications
are present...Forearm complete Left (final result)
1. Distal ulnar fracture 2. Dedicated 4 view study
of the wrist is recommended to batter evaluale
the ulnar fracture and evaluate for underlying
distal radfal fracture,..CT (computed tomography)
head without contrast (final result) 1. No acute
Intracranial abnormality. 2. Right nasal bone |
fracture appears new compared to the prior :
exam..."

quarterly assessment with an ARD of 4/2/2022,

the resident scored 15 out of 15 on the BIMS

assessiment, indicating the resident is cognitively

intact for making daily decisions. Section E

documented no behaviors. Section G

documented R37 requiring supervision with

transfers, walking in the room and corridors and i
locomation on and off the unit. Section G further ;
documented R37 being not steady but able to ;
stabllize without staff assistance with walking and

|
Resident #37's (R37) most recent MDS, a l
i
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having no functional limitation in range of motion
in the upper or lower extremities. Section G
documented R37 using a walker.

On 6/27/2022 at 1:56 p.m., an interview was
conducted with R37 in their room. R37 was
observed to have a staff member sitting outside
of the room in a chair monitoring the room. R37
stated that the previous Friday they had a fight
with another resident who lived across the hall.
R37 stated that the police had come and the
social worker had advised them they were going
to be moved 1o another room. R37 stated that
they did not understand why they were made to
stay in their room and not allowed to go outside to i ;
smoke with their frlends because they were only | :
trving to defend themselves. R37 stated that the

other resident hit them in their chest when they

asked them a question and they had to fight back

to protect themselves. R37 stated that they were
disappointed because they were not able to walk |
around the facility currently or visit with their |
friends. When asked about the other resident, !
R37 stated that it was the resident in the room !
across the hall with the cast on the arm. R37

stated that they did not know why they had a cast

now. R37 stated that the facllity staff were

making the fight into a bigger deal than it needed

to be because they were just trying to defend
themselves.

The progress notes for Resident #37 documented
in part;

! - "6/16/2022 11:00 (11:00a.m.) ...Behavioral

| problems are verbal behaviars {(screaming,

i cursing, etc.) Screaming at Writer using foul

| Language told writer "you are an animal go back

! where you came from” with expletives. Slamming
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his door..."
- "5/4/2022 21:59 (9:59 p.m.} Physician progress
note. Note Text: patient has been agitated,
hostile to staff, Psych (psychiatry) deemed patient
to have mental capacity discussed with DON.
Patient is not safe to stay in the facility as he can
be a risk to other residents or staff.”
- "5/4{2022 09:34 (9:34 a.m.) Note Text: slammed
the door in my face. Resident asked if he can put
his tray on the treatment cart, | said No, he
cannot | asked him politely "Can you give it to me
please” He handed the tray to me and slammed
the door in my face."
- 5/3/2022 18:13 (6:13 p.m.) Note Text: At
approximately 2300 (11:00 p.m.) on 5/2
(5/2/2022), the evening nurse nofified this writer
that the damaged laptop was no longer working
after resident poured water on it. Writer notified
the police who returned to the facility at 0700
(7:00 a.m.) on 5/3 (5/3/2022) to document the
destruction of property. Police stated that writer
would have to go to magistrate independently to
request the warrant for misdemeanor dastruction
of property. Police officers spoke with resident in
the prasence of the writer. Resident recounted
the svents of the previous night in great detail
urtil the police asked, "what happened with the
water and the cart". Resident began stating he
"knew nothing" about that started to become
agitated. He stood up and left the interview

- saying, "well if you are going to arrest me then

. arest me. | would rather go 1o jail than be in the

: ™**hole”. Resident currently in room alone with

* 1:1 (one to one) supervision o ensure safety of

| those around him, Resident's guardian and

| physician updated on current status.”
- "512/2022 22:04 (10:04 p.m.) Note Text: This
wirter [sic] received call from the nurse on
resident’s unit at approximately 8:45pm. Nurse

L
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reported that resident was upset about pain
medication being administerad every 6 hours
instead of every 2 hours and that he was
disrupting the unit. Writer could hear resident
yelling in the background loudly and calling the g
nurse obscens names. Nurse reparted that
resldent was slamming doors, yelling loudly and
grabbed the unit phone off of the wall. The nurse
stated that resident tried to pull the door shut
when she attempted to enfer to attend to [R37]'s
roommate. Nurse also reported that resident
intentionally knocked over the ice pitcher on the
medication cart, damaging the medication laptap.
Witer notified police and they responded to the
building. Writer spoke with police officers on site
who stated, "wall there is not much we can do in
this setting other than speak with him and
document”. Police officer reported that resident
was calm upon their arrival and denied doing
anything the [sic] medication cart. Police officer
stated the laptop remained “on” and working, but
that if is [sic] stopped working o call back 1o
document the damage. Increased supervision
provided by CNAS (certified nursing assistants)
during the remainder of the shift. Writer left
message for resident's guardian and physician
ragarding his behavior. Writer also notified psych
(psychiatrist), who stated he would come in the
morning to see the resident.”

The geriatric psychiatry consult note dated
3/M10/2022 for R37 documented in part, "...asked
to evaluate cognition. Pt (patient) is alert & !
engaging. Fully oriented. He admils he is easily
. frustrated. He feels staff "don't care.” He can be
very aggressive verbally. Has been known to use
- racial slurs, hard to direct..."

The geriatric psychiatry consult note dated
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5/3/2022 for R37 documented in part, “...Pt has
been struggting, he is frustrated he is here. Feels
mistreated by staff. Last week was physically
aggressive [medical abbrevialion for “with"]
behaviors that included breaking a laplop..."

The comprahensive care plan for R37
documented in part, “[Name of R37] is at risk for
bahaviors (verbal/physical aggression, refusal of
care, delusions) r/t (related to) dlagnosis of
adjustment disorder with disturbance of conduct,
mood disorder, psychosis and major depression.
Date Initiated: 08/16/2021. Revision on: i
11/08/2021." : i

The FRI (facility reported incident) dated
8/25/2022 documented in pari, ...[Name of R44]
reported residentresident altercation that took
place in the second floor solarium between
himself and [Name of R37]. Head-to-toes
assessment completed, (Name of R44] presented
with nose blead, and a bruise to the back of his
neck. [Name of R37] sustained no injury. [Name
of R44] transfarred 1o the hospital for further
evaluation. Responsible parly and Physician

- notifiad. Resident send [sic] back to their room
under 1:1 observation, one resident send 1o ED
{emergency department) for further evaluation,
facility investigation initiated including resident
evaluationsfinterviews, staff interviews and staff
education..."

On 6/28/2022 at 11:05 a.m., an interview was ’
conducted with OSM (other staff member) #10, : :
the director of social services. OSM #10 stated
that they were not in the facility on 6/24/2022

when R37 and R44 had the altercation. OSM #10 |
stated that they were called and made aware of g
the incident that day and had followed up with
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i both residents on 6/27/2022. OSM #10 stated

i that R37 had previous behaviors of slamming

+ doors, destruction of facility property and being

" verbally abusive to staff members but had not

displayed any aggression towards another

| resident that they were aware of prior to that day.
OSM #10 stated that they had been attempting to
find attemnate housing for R37 since they had
been to court and deamed competent but had not
been able to find a safe discharge location for
them. OSM #10 stated that R37 was alert and
oriented and had stated that R44 had hit them in
tha chest first when they had intsrviswed them on
6/27/2022 regarding the incident. OSM #10
stated that the incident betwean R44 and R37
was not witnessed by any staff or other residents.
OSM #10 staled that since 6/24/2022, R37 had
been on 1 to 1 monitaring and staff were with
them if they left the room for anything. OSM #10
stated that R44 had never displayed any
behaviors and was always a quiet person who
enjoyed sitting in the Solarium watching
television.

On 6/28/2022 at 12:54 p.m., an interview was
conducted with LPN (licensed pracfical nurse) #7.
LPN #7 stated that R37 had anger issues and
would throw things at staff when they became
angry. LPN #7 stated that there were times when
R37 was very pleasant and charming to the staff.
LPN #7 stated that they were not aware of any
aggression from R37 towards another resident
prior 1o the altercation with R44 on 6/24/2022,
LPN #7 stated that they had kept R37 in their
room with 1 to 1 monitoring and a chaperone if
they left the room since the altercation on
6/24/2022. LPN #7 stated that R44 had never
displayed any aggressive behaviors and was
always very social and friendly. LPN #7 stated
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that any resident to resident altercation was
intervened upon and the residents were
separated and it was immediately reported to the
director of nursing or administrator. LPN #7
stated that both R37 and R44 were alert and
orlented to person, place, time and situation.

On 6/28/2022 al 2:00 p.m., an interview was
conducted with LPN #1, unit manager. LPN #1
slated that R37 would lash out at siaff at times
and it was "like walking on eggshells." LPN #1
stated that R37 had destroyed a facility laptop
and did not care. LPN #1 stated that they had 1o
keasp other residents out of the way when R37
lashed out at the staff. LPN #1 stated that they

« were not aware of any incidents with other

residents prior to 6/24/2022 with R37. LPN #1
stated that R37 mostly had verbal behaviors that

. were off and on. LPN #1 stated that they had not

had any conversations wilh R37 since the
incident on 6/24/2022. LPN #1 stated that R44
had no history of any behaviors and was always

' pleasant.

| On B/28/2022 at 2:11 p.m., an interview was

canducted with ASM (administrative staff
mamber) #2, the director of nursing. ASM#2

; stated that R37 was competent and had been to

court to have the guardianship lifted. ASM #2
stated that R37 had previously damaged a facility
laptop when the nurse would not give them
additional pain medications. ASM #2 stated that
the pofice had come at that time and R37 had lied
to the palice saying they did not remember
anything. ASM #2 stated that R37 did not iack
capacity and the police knew they were lying but
could not do anything. ASM #2 stated that the
previous DON (director of nursing) had moved
R37 to a private rcom and placed themon 1 to 1

F 607
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monitoring at that time and there had been no
further behaviors, ASM #2 stated that they had

- ended the 1 to 1 monitoring around 5/24/2022

| bacause R37 was not displaying any behaviors
and the physician had determined that it could be

 lifted. ASM #2 stated that they were having the
physician fax over a note documenting this, ASM

' #2 stated that they felt that R37 waited until late

' on 6/24/2022 after administrative staff had left for

' the day before approaching R44 In the solarium.

. ASM #2 stated that on 6/24/2022 after 8:00 p.m.,

. they recelved a phone call from the facility saying

- that R44 had been hit with a cane and was going
fo the hospital. ASM #2 stated that when thay
amived R44 had already left for the hospital and
R37 was in their room. ASM #2 stated that they
spoke with R37 that night they said they did it
bacause R44 touched their puzzle, ASM #2
stated that R37 had "cussed me out” when they
were told they were going to have the 1to 1
menitoring and going to move to another room.
ASM #2 stated that they left the facility prior to
R44 coming back from the hospital. ASM #2
stated that they saw Rd4 on 6/27/2022 with the
bruise on the neck, broken nose and arm. ASM
#2 stated that they asked R44 why they did not
call for help an 6/24/2022 and what happened.

* ASM #2 stated that R44 explained that R37
thought they messed up their puzzle. ASM #2
slated that R44 would not press charges against

. R37 because they did not want them to get into
frouble. ASM #2 stated that R37's actions were
criminal.

On 6/28/2022 at 4:36 p.m., an interview was
conducted with CNA (certified nursing assistant)
#9. CNA #9 stated that they were working on
612412022 when the altercation between R37 and
R44 occurrad. CNA#9 stated that near the end

i
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of the evening shift they were at the nurses
station when R44 came up to the nurses station
with blood on their nose and sald that R37 had hit
them with a cane. CNA#9 stated that R44 had
told them ihat R37 had accused them of messing
up their puzzie. CNA#9 stated that the nurse had
callad 911 to send R44 to the emergency room
and they had made sure R37 was in their room
and monitored 1 on 1. CNA #9 stated that there
were no staff or residents who witnesssd the
incident. CNA #9 stated that R44 normaliy sat
down in the solarium every day watching
television. CNA #9 slated that R37 was verbally
abusive to staff at times and had slammed doars
attimes. CNA#9 staled that if a resident to
resident altercation was witnessed thay
immediately separated the residents and called
for help. CNA#9 stated that they reported any
incidents lo the nurse. CNA #9 stated that they
reported this because residents could abuse
other residents.

On 6/29/2022 at 10:08 a.m., an interview was
conducted with ASM #5, medical doctor. ASM #5
siated that they care for R37. ASM #5 stated that
when R37 gels emational they could become
dangerous and verbally difficult and act out, ASM
#5 stated that normally R37 was not dangerous.
ASM #5 stated that R37 had destroyed some
property but they did not feel that they could give
someone a concussion. ASM #5 stated that they
had not seen R37 since the incident on 6/24/2022
with R44 but based on what was going on with
them they felt that everything was behavioral.
ASM #5 stated that they felt that if R37 did not gat
what they wanted things would kesp happening
and R37 needed to be safely discharged. ASM
#5 stated that they had recommended for the 1

, on 1 monitoring to continue and for nursing to

F 607!
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keep working on a safe discharge. ASM #5
siated that they felt that R37 did not like R44 for
some reason and was mad at them.

The facility policy "Abuse, Neglect, Exploitation &
Misappropriation” with a revision date of
11/28/2017 documented in par, "It is inherent in
the nature and dignity of each resident at the
center that he/she be afforded basic human
rights, including the right to be free from abuse,
neglect, mistreatment, exploitation andfor
risappropriation of property...Abuse is the williul
infliction of injury, unreasonable confinement,
intimidation, or punishment with resulting physical
harm, pain, or mental anguish...Furthermore, the
Administration of The Campany recognizes that
resident abuse can be committed by other
residents, visitors, or volunteers..." The policy
further documented, "...The center is committed |
to the prevention of abuse, neglect, ! !
misappropriation of resident property, and '
exploitation. The following systems have been
implemented: ...Monitoring of residents who may

be at risk is the responsibility of all facllity staff.

This includes monitoring residents who are at risk

or vulnerable for abuse, for indications of

changes in behavior, changes in condition or

other non-verbal indication of abuse..." '

On 6/28/2022 at 5:30 p.m., ASM (administrative

staff member} #1, the executive director and ASM ; 1
#2, the director of nursing were made aware of !
the concem.

No furlher information was provided prior to exit.

Refarence:

1.ulna
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Of the 206 bones in your body, three of them are
in your arm: the humerus, radius, and ulna. this
information was obtained from the website:
hitps:fimedlineplus.goviarminjuriesanddisorders.h
tml

F 609 . Reporting of Alleged Violations

58=D CFR(s): 483.12(cX1)(4)

§483.12(c} In responss to allegations of abuse,
neglect, exploitation, or mistraatment, the facility
must:

§483.12(c){1) Ensure that all alleged violations
invalving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the eventis
that cause tha allegation involve abuse or resultin
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials {(including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facllities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate comrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

F 607

F 609 1- Abuse and Neglect reporting timeframes 08/03/22

were reviewed with the Director of Nursing!
to ensure all incident are reportedona |
timely manner. )
2. All residents are at risk to be impacted |
:by the alleged deficient practice.

'A quality review was conducted by the
Regional Director/designee to identify any
‘r)ther regulatory guideline that needs to be
@address in order to maintain substantial
lcompliance.

3. Regional Director of Nursing will educate
ithe Director of Nursing on regulatory
guideline for reporting abuse and neglect
o the appropriate state agencies on a
timely manner,

4, Regional Director of Nursing/designee
will monitor the timely reporting of
incidents to the appropriate state agencies
‘weekly for 4 weeks them maonthly for 3
‘months. Findings to be reported to the
QAPI committee for further
recommendations.
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Based on resident interview, staff interview,
facility document review and clinical record review
it was determined that the facllity staff failed to
report to the State Survey Agency timely, an
allegation of abuss, for ane of 39 residents in the
survey sample, Resldent #44; which required an
emergency room visit where they were diagnosed
with a closed fracture of the distal end of the left
ulna (1), closed head injury, abrasion of the nose
and a closed fracture of the nasal bone.

EETI

The findings include:

Resident #44's (R44) most recent MDS
{minimum data set), an annual assessmant with
an ARD (assessment reference date) of 5/1/2022,
the resident scored 15 out of 15 on the BIMS
(brief interview for mental status) assessmant,
indicating the resident is cagnitively intact for
making daily decisions. Section E documenied
no behaviors.

On 6/27/2022 at 5:14 p.m., an interview was !
conducted with R44 in their room. R44 was !
observed lying in bed and was observed to have '
a splint wrappad with an elastic bandage on the
left forearm. When asked about the splint on the
left forearm R44 stated that they were hit by
another resident with a cane in the solarium at i
the end of the hallway the previous Friday. R44 :
stated that they had a fracture in the arm and a !
fractured nose from the incidant. R44 stated that i
they had gone to the emergency raom and they i
had taken x-rays, applied the splint and advised
them to follow up with an orthopedic physician to i

see if they needed surgery or not. When asked )
about the resident who hitthem, R44 indicated i i
that Resident #37 {R37) had approached them In i i

the salarium and started hitting them with a cane
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over "nothing™ and they were “crazy." R44 stated
that the staff were keeping R37 in their room and
were watching them all the time after the incident.

The progress notes for Resident #44 documented
in part,
- "6/24/2022 20:19 (8:19 p.m.) Note Text:
Resident alert no respiratory distress noted. _
Resident came to nurses station with blood on his i !
shirt and nose, bruises and bump (swelling)
behind left ear. resident ¢/o (complains of) pain of
* left arm. Resident stated he was lying on couch
' walching TV in the solarlum when resident [Room
number identifying R37] approached and accused
him of messing up his puzzle in ths solarium. !
- Nursing supervisor notified who then notified
DON (director of nursing) and called 911.
Resident sent to ER (emergency room) for
evaluation and treatment.”
-"6/25/2022 00:20 (12:20 a.m.) Note Text:
Resident back from [Name of hospital] with the
diagnosis of closed fracture of distal end of left
ulna, abrasion of nose, closed fracture of nasal
bone, ctosed head injury. New order of
Amoxlclllin-clavutanate (Augmentin) 875-125mg |
take 1 tablet by mouth 2 times daily for 7 days. ’
Resident denied palin at this tima, back in his ’
room at this time wili continue to monitor.”

The "After Visit Summary” dated 6/24/2022 for
R44 from [Name of hospital] documanted in part,
"...Reason for Visit: Facial laceration, arm injury.

. Diagnoses: Closed fracture of distal end of left i
ulna, unspecified fracture morphology, initial [
encaounter, closed head injury, initial encounter, :
abrasion of nose, initial encounter, closed fracture

. of nasal bone, initial encounter...Imaging results:

' Wrist Left PA (postero anterior) lateral and

| obligue {final result) Redemonstrated mildly
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displaced ulnar fracture. No additional fracture or
dislocation noted. Marked vascular calcifications
are present...Forearm complete Left (final result)
1. Distal ulnar fracture 2. Dedicated 4 view study
of the wrist Is recommended to better avaluate
the ulnar fracture and evaluate for underlying
distal radial fracture...CT (comptited tomography)
head without contrast {final result) 1. No acute
intracranial abnormality. 2. Right nasal bone
fracture appears naw compared to the prior
exam...”

Resident #37's (R37) mosl recent MDS, a
quarterly assessment with an ARD of 4/2/2022,
the rasident scored 15 out of 15 an the BIMS
assessment, indicating the resident is cognitively
intact for making daily declslons. Section E
documentad na behaviors.

' On 6/27/2022 at 1:56 p.m., an interview was

i canducted with R37 in thelr room. R37 was
observed to have a staff member sitting outside

! of the room in a chair menitoring the room. R37

I stated that the previous Friday they had a fight

: with another resident who lived across the hall.

. R37 stated that the police had coma and the
social worker had advised them they were going
to be moved to another room. R37 stated that
they did not understand why they were made to
stay in their room and not allowed to go outside to
smoke with their friends because they were only
trying to defend themselves. R37 stated that the

| other resident hit tham in their chest when they

| asked them a question and they had to fight back

' {o protect themselves. R37 staled that they were

' disappointed because they were not able to walk

| around the facility currently or visit with their

. friends. When asked aboul the other resident,

! R37 statad thal it was the resident in the room

F 609
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across the hall with the cast on the arm. R37
stated that they did not know why they had a cast
now. R3J7 siated that the facliity staff were
making the fight into a bigger dsal than it needed :
to be because they were just trying to defend
themselves.

The progress notes for Resident #37 documented

in part;

- "6/28/2022 13:46 (1:46 p.m.) Note Text:

Addendum- On 6/24/2022 resident [Room

number identifying R44] came to nurses station

with blood on his nose, bruises and bump

(swalling) behind his left ear, There was also

blood on his shirt. Resident {Room number

identifying R44] cfo pain on left hand. [Room

number identifying R44] stated that he was lying

on the couch watching TV in the solarium when

above resident [Room number identifying R37]
approached and accused him of messing up his

puzzle in the solarium. [Room number identifying |
R44] stated he did not know anything about his |
puzzle. Then [Room number identifying R37] ' i
struck {Room number identifying R44] with his ; :
walking cane repeatedly. [Room number i
identifying R44] stated he used his left arm to

cover and protect his face. [Room number

identifying R37] then hit his arm too. [Room

number identifying R44] ran to nurses station

reparted writer. Writer called nursing supervisor

who then reported to DON and called 911.

Resident [Room number identifying R44] was

sent to [Name of hospital] ER {emergency room)

for evaluation and treatment.”

The FRI {facility reported incident) dated

6/25/2022 documented in part, "Facility Name:
[Name of Facility], Report Date: 06/25/2022, i
Incident Date: 06/24/2022..." The FRI further i

!
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documented, "...[Name of R44] reported
resident-resident altercation that took place in the
sacond floor solarium between himself and
[Name of R37]. Head-to-loes assassment
completed, [Name of R44] presented with nose

- bleed, and a bruise to the back of his neck.
{Name of R37] sustained no injury. [Name of

- R44] transferred to the hospital for further

- evaluation. Respansible party and Physician

" notifled. Resident send [sic] back to their room

under 1:1 observation, one resident send to ED

(emergency department) for further evaluation,

facility investigation initialed including resident

* evaluationsfinterviews, staff intarviews and staff
education..." The attached fax confirmation
documented notification to the state agency on
6/25/2022 at 16:37 (4:37 p.m.).

On 6/28/2022 at 2:11 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the director of nursing. ASM #2
stated that on 6/24/2022 after 8:00 p.m., they
received a phone call from the facility saying that
R44 had baen hit with a cane and was going to
the haspital. ASM #2 stated that when they
arrived at the facility, R44 had already left for the

| hospital and R37 was in their room. ASM #2

 stated that they left the facility prior to R44

coming back from the haspital. ASM #2 stated

that they had come back ta the fadility on

1 812512022 to send the FRI to the state agency.

' ASM #2 stated that they had come to the facility

on 6/24/2022 baecause they thought that they had

a two hour window to report the incident and they

" had debated on the window. ASM #2 stated that

they had reviewed their policy and talked with a

' corporate contact who advised them that they

! had twenty-four hours to send the report. ASM

:! #2 slated that when they came in on 6/24/2022
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timeframe.

! the concern,

Reference:

1.ulna

F 609 Continued From page 37

! they knew that R37 had hit R44 and caused

i bodlly injury requiring them to have to go to the

| emergency room so they may have "dropped the
ball" on sending the report in the two hour

The facllity policy “Reporting Reasonable
Suspicion of a Crime" with a revision date of
11/28/2017 documented In part, "...If the event
that causes the reasonable suspicion resulls in
serious bodily injury, the report must be made
immediately after forming the suspicion (but not
later than 2 hours after forming the suspicion).
Otherwise, the report must be made not later

+ than 24 hours afler forming the suspicion. 3.

. Where an alleged violation of abuse, neglact,

: misappropriation of resident property, or

. exploltation also gives rise to a reasonable

. suspicion of a crime, reports will be made to the

| Administrator, to the State Survey Agancy, and to

! local law enforcement... Time period for Individual

| Reporting, Serious Bodily Injury- 2 hour limit: If
the event that caused the reasonable suspicion

. results in serious bodily injury to a resident, the

| covered individual shal! report the suspicion
immediately, but not later than 2 hours after

! forming the suspicion...”

. On 6/28/2022 al 5:30 p.m., ASM (administrative
| staff member) #1, the execulive director and ASM
: #2, the director of nursing were made aware of

No further information was provided prior to exil.

Of the 206 bones in your body, three of them are

F 609

1
L

FORM CMS-2667(02-89) Previous Versions Obsolete

Event 10: ZNURT1

Fadllity ID: VAQ129

If continuation sheet Page 38 of 89




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/07/2022

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
C
495203 B. WING 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
800 VIRGINIA AVENUE
ENVOY OF ALEXANDRIA, LLC
ALEXANDRIA, VA 22302
(XHD | SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN OF CORRECTION : (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 6809 Continued From page 38 F 609
in your arm: the humerus, radius, and ulna. this
information was obtalnad from the website:
hitps:/fmedlineplus.gov/arminjuriesanddisorders.h
tmi
F 637 Comprehensive A t After Signifcant Ch F 637 i 8/3/2022
prehensive Assessmen ignifcant Chg 1. Resident #82 was observed to have =
88=D CFR(s): 483.20{b)(2)(ii) I

§483.20(b)(2)(ii} Within 14 days after the facility
determines, or should have determined, that
there has been a significant changs in the
resident’s physical or mental condition. (For
purpose of this section, a "significant change”
means a major decline orimprovement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
implementing standard disease-related clinical
intervantions, that has an impact on more than
one area of the resident’s health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQLHREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, it was determined that
the facility staff failed to complete a significant
change MDS for one of 39 residents in the survey
sample, Resident #62.

Resident #82 was admitted to hospice on
12/22/21. There was no significant change MDS
completed for the provision of hospice services.

The findings Include:

On the most recent MDS (Minimum Data Set) a

quarterly assassment with an ARD {Assessment
Reference Date) of 6/8/22, Resident #82 scored
a 15 out of a possible 15 on the BIMS (Brief

missed a significant change MDS in
December of 2021. RN #1 was educated |
‘about ensuring Significant Change MDS is
completed per the RAI.
2. All residents who require hospice
services are at risk to be impacted by the
alleged deficient practice. A quality review
was completed to determine if any residents.
had a change of condition that required a
significant change Minimum Data Set
addressing hospice,
3. Director of Clinicat Services to educate
Minimum Data Set Coordinators regarding
significant change Minimum Data Set
requirements per the RAI in regards to
hospice services.
Director of Nursing, or designee, {o educate!
Lnit Managers regarding reporting all
hanges in hospice services to the
Minimum Data Set Coordinator during

linical Morning Meeting to identify

ignificant changes.

. Director of Clinical Services/Unit
Managers to conduct Quality Monitoring
Review waekly for 4 weeks then monthly for

months to ensure residenis with a change
in hospice services have a Significant ;

hange Minimum Data Set submitted timely

nd per the RAI. The Director of Clinical

ervices will reporting findings to the QAPI
mmittee and Quality Monltoring schedule

ill be modified based on findings.
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Interview for Mental Status) indicating the
resident was cognitively intact in ability to make g
daily life decisions. The resident was coded as
fequiring supervision for eating and extensive to ! i
total care for all other areas of activilies of daily ;
iving.

A review of the clinical record revealed a i
physician's order dated 12/22/21 and rewritten i
again on 4/1/22 for hospice services. :

Further review of the clinical record revealed a |
nurse's note dated 12/22/21 that documented,
"Resident admitted Into [name of} Hospice, with
Diagnosis: CHF {congestive heart fallure) and
COPD (chronic obstructive pulmonary disease)...”

A raview of the above MDS for Section O *Special
Treatments, Procedures, and Programs" revealed
Resident #82 as being coded for hospice. The
MDS prior to this was also a quarterly MDS,

- dated 3/8/22 and also coded the resident as
being an hospice. However, further review of the
MDS's revealed that the most recent significant
change MDS was dated 12/6/21, before the
resident was ordered hospice services. The
resident was not coded on this MDS as being on
haspice. There were no significant change
MDS's completed to reflect the significant change :
of beginning admitted to hosplce services, in
conjunction with either the 12/22/21 hospice order
or 4/1/22 hospice arder,

On 6/29/22 at 9:30 AM, an interview was
conducted with RN #1 (Registered Nurse) the
MDS nurse. She stated that when a resident
goes an or off of haspice services, a significant
change MDS has to be done. She reviewed the
clinical record and verified that it was not done.
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F 637 Continued From page 40 F 637 !

When asked about policies for compieting the ! !
MDS, she stated the facility uses the RAIl Manual, |

A review of the RAI Manual (Resident
Assessment Instrument) Version 1.17.1 dated
Qctober 2019, documented as follows: !

On page 2-22, "Assessment Management : i
Requirements and Tips for Significant Change in ‘
Status Assessments” and continued on page
2-23 was documented, "An SCSA is required to
be performed when a terminally ill resident enrolls i
in a hosplice pragram (Medicare-certified or
Stale-licensed hospice provider) or changes
hospice providers and remains a resident at the
_ nursing home. The ARD must be within 14 days
from the eftective date of the hospice election
(which can be the sama or later than the date of
the hospice elaction statement, but not earlier
than). An SCSA must be performed regardless of
whether an assessment was recently conducted |
on the resident. This is to ensure a coordinated
plan of care between the hospice and nursing
home Is in place...”

On page O-5 was documented, "00100: Special
Treatments, Procedures, and Programs:

00100K, Hospice care - Code residents identified

as being in a hospice program for terminaily ili

persons where an array of services Is provided

for the palliation and management of terminal i
iflness and related conditions. The hospice must
be licensed by the state as a hospice provider
andfor cerlified under the Medicare program as a i
hospice provider..." |

On 6/29/22 at approximately 1:00 PM, ASM #1
(Administrative Staff Member) the Executive
Director, ASM #2 the Director of Nursing, and
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§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident’s status.

This REQUIREMENT is not met as evidenced
by:

Based on staff Interview, resident interview,
facility document review and clinical record
review, it was determined the facility staff failed lo
complete an accurate MOS {minimum data set)
assessment for one of 39 residents in the survey
sample, Resident #90.

The facility staff failed lo complete an accurate
annual assessment MDS for Resident #90.

The findings include:

Resident #90 was admitted to the facility on
9/6/19 with diagnoses that included but not
limited to: paranold schizophrenia,
nicotine/cigarette dependence, arthrilis and
abnormal galf.

Resident #3('s most recent MDS, an annuat
assessmeant, with an assessment reference date
of 3/28/22, coded the resldent as scoring 15 out
of 15 on the BIMS (brief intorview for mental
status) score, indlcating the resldent was
cognitively intact. MDS Section J1300- coded the
resident as current tobacco use "no”.
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F 637 - Continued From page 41 F 837

ASM #3 the Regional Director of Cinical

Services, were made aware of the findings. No

further information was provided by the end of the

survey.
F 641 Accuracy of Assessments F 641 1 . " -

1. Resident #30's Annual Minimum Data

$S=D CFR(s). 483.20(g) 8/3/2022

Set with Assessment Referance Date of
/28/22 was modified on 7/10/22 to reflect

}:urrent smoking status in Section O.

RN #1 was educated to ensure resident's

ksmoking status is accurately ¢coded on the

MDS.

2. A quality review of residents who are

active smokers was conducted on 7/10/22

to ensure smoking status was accurately

coded on the most recent Comprehensive

Minimum Data Set. Follow up based on

finding.

3. Director of Nursing, or designee, to
ducate Minimum Data Set Coordinators to
nsure resident smoking status is

Pccurately coded on their Minimum Data
ef.

idnit Managers will be educated to notify the.

inimum Data Set Coordinators in the daily
linical meeting of any change in resident
moking status so their Minimum Data Set
ection O can be coded correctly.

. Director of Nursing/Unit Managers, to

nduct Quality Monitoring review of
asidents who smoke weekly for 4 weeks
hen manthly for 2 months to ensure
ection O of their Minimum Data Set is
oded accurately. The Director of Clinical
ervices will reporting findings to the QAPI

LCommitiee and Quality Monitoring schedule

iwiﬂ be modified based on findings.

FORM CMS-2667(02-89) Provious Varslons Obaolele

Evenl ID: ZNURH

Facility ID: VAQ129 if continuation shesl Page 42 of B9




PRINTED: 07/07/2022

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/CLIA {2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICNNUMBER: A BUILDING COMPLETED
C
495203 D e 06/29/2022
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
ENVOY OF ALEXANDRIA, LLC 300 VIRGINIA AVENUE
! ALEXANDRIA, VA 22302
[¢.C) T I SUMMARY STATEMENT OF DEFICIENCIES [u] - PROVIDER'S PLAN OF CORRECTION [1.5})
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION $HOULD BE GOMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
_ I
F 641 Continued From page 42 F 641

A review of Resident #20's care plan dated i
9/17/19 revealed the following, *FOCUS: |
Resident is a smoker. INTERVENTIONS: '
Instruct resident about smoking risks and hazards

and about smoking cessation aids that are i

available. Instruct resident about tha facility i

policy on smaking: locations, times, safety

concerns.”

|
Areview of the smoking evaluations revealed that i
smoking evaluations had been completed for :
Resident #90 on 9/1/20, 12(/20, 31/21, 11/24/21

and 3/3/22.

A raview of the smoking evaluation dated 3/3/22 '
revealed, "Summary of Evaluation: Resident is
determined to be a safe smoker.”
On entrance a request was made for the smoking :
: imes and locations as well as a list of residents i
- that smoke. The smoking times listed were
8-8:15 AM, 1:15-1:30 PM, 4-4:15 PM and
- 6:15-6:30 PM. Resldent #30 was on tha list.

Resident #90 was obsarved during the smoking |
time at 4:00 PM on 6/27/22.

An interview was conducted on 6/27/22 at 4:.00
PM with Resident #90, when asked how lang she
has been smoking at the facility, Resident #90
stated, | have been smoking since | came here,

An interview was conducted on 6/29/22 at 9:25

 AM with RN {registered nurse} #1, the MDS
coordinatar. When asked to review Resident

' #90's 3/29/22 MDS, RN #1 stated, ...\obacco use
coded as no. | see that it was done by another
coordinator, probably what she (MDS
coordinator) did was look at the 7 day look-back
period and she looked for documentation. There

]
L i
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is hardly any progress notes, she would have
looked for ihe safe smoking evaluation, but
maybe didn't use it because it was outside of the

and dated 2019. |was not here, she probably
justlooked at progress notes. If | was coding
this, | would have called the nurses after seeing
smoking on the care plan. Technically na it is not
accurate, she should have looked at the care
plan." When asked what the standard is for the
MDS coding, RN #1 stated, "We use the RAI

. (Resident Assessment Instrument) manual.”

On 6/29/22 at 12:40 PM, ASM (administrative

the director of nursing and ASM #3, the Regional
| Director of Clinical Services were made aware of
' the above concerns.

No further information was provided prior to exit.
F 655 ' Baseline Care Plan
55=D CFR{s):483.21(a}{1)-(3)

- §483.21 Comprehensive Person-Centered Care
Planning
§483.21(a) Baseline Care Plans
§483.21(a)(1) The facility must develop and

' implement a baseline care plan for each resident
that includes the instructions needed to provide

that mest professional standards of quality care.
The baseline care plan must-

{i) Be developad within 48 hours of a resident's
admission.

{ii) Include the minimum healthcare information
nacessary to properly care for a resident
including, but not limited to-

{A) Initial goals based on admission orders.

7 day window (3/3/22). | seeitis on the care plan

« slaff member) #1, the executive direclor, ASM #2,

effective and person-cenierad care of the resident

F 655|1. Resldents #301 and #303 had their current 8/3/2022

mprahensive care plan reviewed with them

land were provided a copy with documentation
n the medical record. Resident #299 no
longer resides in the Center.

PN #4 was educated regarding completing a
baseline care plan upon admission and
eviewing the care plan with the resident’s
representative within 48 hours with -
documentation In the clinical record and !
providing a copy as indicated. '
2. All new residents are at risk to be impacted |
by the alleged deficlent practice. A quality
review was conducted on residents admitted
since 6/27/22 {o ensure baseline care plan
was completed, provided and reviewed with
the resident representative with
documentation in the clinical record.
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(B) Physiclan orders.

(C) Distary orders.

(D) Therapy services.

(E) Social services,

{F) PASARR recommendation, If applicable.

§483.21(a){2) The facility may develop a
comprehensive care plan in place of the bassline
care plan if the comprehensive care plan-

{) Is developed within 48 hours of the resident’s
admission.

* {ii} Meats the requirements set forth in paragraph

{b) of this section (excepting paragraph {b){2)(i) of
this section).

§483.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:

{i) The initial goals of the resident.

(i) Asummary of the resident's medications and
dietary instructions.

(iil} Any services and treatments to be
administered by the facility and personnel acting
on behalf of the facility.

(iv) Any updated information based on the details
of the comprehensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on rasident interview, staff interview and
clinical record review, it was determined that the
facllity staff falled to provide a written summary of
the baseline care plan for 3 of 39 residents in the
survey sample, Residents #301, #303 and #299.

The findings include:

1. The facility staff falled to pravide a written
summary of Resident#301's (R301) baseline

3. Director of Clinical Services/Unit
Managers to educate Licensed Nursing
staff on completing baseline care ptan upon
admission, providing and reviewing a copy
with the resident representative and
lscanning a signed copy into the medical
ecord.
Interdisciplinary team to raview new
|admissions daily in Morning Meeting to
iensure baseline care plan is completed and
eviewed with the resident representative
Within 48 hours of admission with
documentation in the medical record.
4. Director of Clinical Services/Assistant
Director of Clinical Services to Conduct .
Quality Monitoring Review daily for 4 weeks|
then monthly for 2 months to ensure new |
admissions have baseline care plan I
completed, provided and reviewed with i
resident representative, and documented in
the medical record. The Director of Clinical
1Services will reporting findings to the QAPI
Committee and Quality Monitoring schedule
ill ba modified based on findings.
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care plan 1o the resident and/or the RR
(resident's representative).

R301 was admitted to the facllity on 4/20/22. On
' the most recent MDS (minimum data set), an
admission assessment with an ARD (assessment
reference date) of 4/27/22, the resident scored 15
out of 15 on the BIMS (brief Interview for mental
! status}, indicating the resident is not cogniltively
! impaired for making daily decisions.

Areview of R301's ¢clinical record revealed a
baseline care plan dated 4/20/22. Further review
of R301's clinical record (including the baseline
care plan and progress notes since admission)
failed to reveal documentation that R301 or the
RR was provided a written summary of the
baseline care plan or the baseline care plan.

On 6/28/22 at 2:30 p.m., an inlerview was

. conducted with LPN {licensed practical nurse) #4.
LPN #4 stated the nurses complete baseline care
plans on admission, review the care plans with !

' residents or their representatives and have the [
residents or their representatives sign the care
plans. LPN #4 stated residents/representatives
are not routinely offered or provided a written

. summary of their baseline care plans or their
actual bassline care plans but the bassline care
plans are provided if requested.

On 6/28/22 at 4:19 p.m., an interview was
conducted with R301. The resident stated a
+ baseline care plan had not been provided.

. On 6/28/22 at 5:40 p.m., ASM {(administrative
staff member) #1 (the executive director) and
ASM #2 (the director of nursing) were made
aware of the above concern.
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The facility policy titled, “"Plans of Care®
documented Information regarding the
development of the baseline care plan but failed
lo document information regarding providing a
written summary or the baseline care plan to the

_ resident and/or the RR.

No further information was presented prior to exit.

2. The facility staff falled to provide a written
summary of Resident #303's (R303) baseline
care plan to the resident and/or the RR
(resident's representative).

R303 was admitted to the facility on 6/24/22. An
admission minimum data set assessment was

not complete. An admission data collection dated
6/24/22 documented R303 was alert and oriented
to person, place and time.

A review of R303's clinical record revealed a
baseline care plan dated 6/24/22, Further review
of R303's clinical record (including the baselfine

. care plan and progress notes since admission)

failed to reveal documentation that R303 or the
RR was provided a written summary of the
baseline care plan or the baseline care plan.

On 6/28/22 at 2:30 p.m., an interview was
conducted with LPN (licensed practical nurse) #4.
LPN #4 stated the nurses complete baseline care
plans on admission, review the care plans with
residents or their reprasentatives and have the
residents or their representatives sign the care
plans. LPN #4 stated residents/representatives
are not routinely offered or provided a written
summary of their baseline care plans or thelr

. actuat baseline care plans but the baseline care

F 655
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plans are provided if requested.

On 6/28/22 at 4:14 p.m., an Interview was
conducted with R303. The resident stated a
baseline care plan had not been provided.

On 6/28/22 at 5:40 p.m., ASM (administrative
staff member) #1 (the executive director) and
ASM #2 (the director of nursing) were made

‘ aware of the abave concemn.

No further information was presented prior to exit.

. 3. The facility staff failed to provide a written
summary of Resident #299's (R289) baseline

. care plan to the resident and/or the RR
{resident's representative).

. R299 was admitied to the facility on 6/10/22, On
the most recent MDS (minimum data set}, an

i admission assessment with an ARD {assessment
reference date) of 6/17/22, the resident scored 15
out of 15 on the BIMS (brief interview for mental
status), indicating the resident is not cognitively
impaired for making daily decisions.

A raview of R298's clinical record revealed a

baseline care plan dated 6/10/22, Further review i
of R299's clinical record (including the baseline
care plan and progress notes since admission)
failed to reveal documentation that R299 or the
RR was provided a written summary of the
baseline care plan or the baseline care plan. f

On 6/28/22 at 2:30 p.m., an interview was
conducted with LPN (licensed practical nurse) #4.
LPN #4 stated the nurses complete baseline care
plans on admission, review the care plans with
residents or their representatlves and have the

F 855
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resldents or their representatives sign the care ,
plans. LPN #4 stated residents/representatives A
are not routinely offered or provided a written :
summary of thelr baseline care plans or their i
actual baseline care plans but the baseline care
plans are provided if requested.
R289 discharged from the facility on 6/28/22 and
could not be Interviewed.
On 6/28/22 at 5:40 p.m., ASM (administrative
staff member) #1 (the executive director) and
ASM #2 (the director of nursing} were made
aware of the above concermn.
1.Resident #82 had his care plan updated
No further information was presented prior to exit. n 06/26/22 to reflect his current hospice 8/3/2022
F 657 Care Plan Timing and Revision F 657 status.
S$5=D CFR(s): 483.21(b)(2){1)-(lil)

§483.21(b) Comprehensive Care Plans
§483.21(h}(2) A comprehensive care plan must
be-
(i) Developed within 7 days afier completion of
the comprehensive assessment.
(i) Prepared by an interdisciplinary team, that
includes but is not limited to—
{A) The attending physician.
. (B) Aregistered nurse with responsibility for the
' resident.
. (C) A nurse aide with responsibility for the
. resident.

. (E) To the exient practicable, the participation of
| the resident and the resident’s representative(s).
i An explanation must be included in a resident's

| medical record if the participation of the resident
i and their resident representative is dstermined

| not praclicable for the development of the

. (D) Amember of food and nutrition services staff.

RN #1 was re-educated about ensuring the
omprehensive care plan is updated in a
imaly manner to accurately reflect the
esident’s current status, including hospice
ervices.

. All residents on hospice services are at
isk for being impacted by the alleged
deficient practice.

A quality review of hospice residents’

comprehensive care plans to ensure they

Iaccurate!y reflect the resident’s currant

Status and plan of care. Follow up based

on findings.

3. Director of Clinical Services to educate

Minimum Data Sets Coordinators, Unit

Managers, Activities, Dietary and Social

Services about ensuring resident care

iplans are updated in a timely manner with

ichanges and thoroughly reviewed during
ischeduled times.
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resident's care plan.
. (F) Other appropriate staff or professionals in
. disciplines as dstermined by the resident's needs
i or as raquested by the resident.
(iilReviewed and revised by the interdisciplinary
team after sach assessment, including both the
comprehensive and quanierly review

Based on staff interview, facility document review
and dlinical record review, it was determined that
the facility staff falled to review and revise the
comprehensive care plan for one of 39 residents

' in the survey sample; Resident #82,

' Resident #82 was admitted to hosplce on
 12/22/21. There was no revision to the

comprehensive care plan to address the provision
. of and coordination with hospice services.

: The findings include;

On the most recent MDS (Minimum Data Set) a

quarterly assessment with an ARD (Assessment
. Reference Dale) of 6/8/22, Resident #82 scored
a 15 out of a possible 15 on the BIMS (Brief
Interview for Mental Status) indicating the
resident was cognitively intact in ability to make
daily life decisions. The resident was coded as
requiring supervision for eating and extensive to
total care for all other areas of activities of daily
living.

A review of the clinical record revealed a
physician's order dated 12/22/21 and rewritten
again on 4/1/22 for hospice services.

! Further review of the clinical record revealed a
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Interdisciplinary tearn to review resident
changes during daily Clinical Meeting to
ensure resident’s care plan is updatedina .
timely manner to reflect their current status. :
4. Director of Nursing/Assistant Director of
Nursing to conduct Quality Monitoring
Review of 10 residents daily for 4 weeks

ey then monthly for 2 months to ensure .
This REQUIREMENT Is not met as evidenced ghanges to the plan of care are upda.t 6d in
by: a timely and accurate manner The Director

of Chinical Services will reporting findings to
the QAPI Committee and Quality Monitoring
schedule will be modified based on findings.
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nurse's noté dated 12/22/21 that documented,
"Resident admitted into [name of] Hosplce, with
Diagnosis: CHF (congastive heart failure) and
COPD (chronic obstructive puimonary disease).
with NO (new orders): Hydrocodone /
Acetaminophen (1) 7.5 mg (milligrams) /325 mg
PO (by mouth) Q 6 hrs (every six hours) Around
. The Clock."

F 657

- A raview of the comprehensive care plan i
revealed one dated 8/6/21 and revised on 1/12/22
for "Resident has advanced diractives r/t (related
to) DNR (Do Not Resuscitate).” Interventions |
dated 8/6/21 and revised on 6/14/22 documented, :
"Discuss advanced dirsctives with resident and or
residents representative” and "Physlician order for
DNR.” Neither this nor any other care plan
addressed end of life care and the provision of
and coordination with hospice services.

On 6/29/22 at 9:30 AM, an Interview was i
conducted with RN #1 (Registered Nurse) the
MDS nurse. She stated that when a residant is
on hospice, the comprehensive care plan has to
be revised to address hospice services.

The facility policy, "Plans of Care® was reviewed. !
This policy documented, "Review, update andfor i i
revise the comprehensive plan of care based on | 5
changing goais, preferences and needs of the i [
rasident and in response to current interventions :
after the completion of each OBRA MDS
assessment (except discharge assessments),
‘ and as needed. The interdisciplinary team shall i
- ensure the plan of care addresses any resident |
' needs and that the plan is oriented toward I
attaining or maintaining the highest practicable f
physical, menta! and psychosocial well-being.” | ;
| |
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| On 6/29/22 at approximately 1:00 PM, ASM #1
| (Administrative Staff Member) the Executive
! Director, ASM #2 the Director of Nursing, and
! ASM #3 the Regional Director of Clinical
| Services, were made aware of the findings. No
| further information was provided by the end of the i |
' survey. f !
1
{1.) Hydrocodone Acetaminophen - an opiate i
medication used to treat moderate to severe pain. i
Information abtained from
https:/mediineplus.govi/druginfo/meds/a6010086.h
tml
F 730  Nurse Aide Paform Review-12 hriyr In-Service F 730 (1. Center identified that they are out of 8/3/2022
58=E CFR(s):483.35(d)(7) mpliance with the yearly performance

valuations and annual competency
pvaluation for the employess.
. All residents are at risk to be impacted by
he alleged deficient practice.
quality raview was conducted by Human
[Resources of employee files to determine if
performance evaluations are out of
. compliance. Employees that were due for
i annual evaluation in the months of March, |
April, May and June will receive an I
evaluation and review of competencies from
their supervisor. -
Human Resources to develop monthly list
of employees that are due for 90 day or
';annual evaluationfreview of competencies
and notify the Executive Director and
Director of Clinical Services. I
. Human Resources Coordinator to re- |

§483.35(d)(7) Regular in-service education.

The facility must complete a performance review
of avery nurse aide at least oncs every 12
months, and must provide regular in-service
education based on the outcome of these
reviews, In-service training must comply with the
requirements of §483.95(g).
This REQUIREMENT Is not met as evidenced
by:

Based on staff interview and employae record

* review, it was determined that the facllity staff

failed to ensure that 5 of 10 CNAs (certified
nursing assistants) received annual performance
reviews.

The findings include:

On 06/28/2022 a record review was conducted of

' the annual performance reviews of five CNAs.
I This raview failed 1o evidence the annual
; performance reviews for the following CNAs:

educate Executive Director and Department
Heads about ensuring performance !

valuations are completed after 90 day |
introductory period and annual, according to,
regulations
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of performance review batween 12/17/2019 and
1217/2020.
2. CNA# 4 - hire date 10/118/2019, no evidence
of performance review batween 10/18/2019 and
10/19/2020.
3. CNA#5 - hire date 05/20/2019, no evidence
of parformance review between 05/20/2019 and
05/20/2020.
. 4. CNA# 6 - hire date 4/27/2018, no evidence of
. performance review between 04/27/2021 and
- 04/27/2022,
. 5. CNA# 7 - hire date 01/05/2017, no evidence
: of performance review between 01/05/2021 and
: 01/05/2022,
|

| On 06/29/2022 at approximately 1:05 p.m, an

. interview was conducted with ASM (administrative

- staff member) # 2, director of nursing and OSM

. {other staff member) # 8 director of human

| resources. When asked for the competency

| reviews for the CNAs listed above ASM # 2 stated

! that they did not have the competency reviews.

| When asked who was responsible for completing

| the competency reviews ASM # 2 stated that the

i unit managers were responsible for completing

| them due to the fact that they knew the CNAs,

! When asked to desctibe the procedure for the
competency reviews OSM # 8 stated that the
reviews were completed annually with the CNAs
hire date as the anniversary date for completing
the competency reviews.

The facllity's policy "Employee j=Job Performance
Evaluations [sic]" documented in part, "Policy: Itis
the policy of The Company to evaluate each
employee's job performance on a continual and

| ongoing basis. Employees will receive an

i evaluation of their parformance prior to the
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. By the 5t of each month the Human :
o (ool BBl Lkl R 2B < il Resources Coordinator will run a list of 8/3/2022

bvaluations due for the month and provide
the list to department heads to ensure
evaluations and competoncies are reviewed!
and updated as indicated.

. Executive Director to conduct Quality
Monitoring Review of 10 employee files
fweekly for 4 weeks then monthly for 2
months to ensure performance
glaluationsicompetencies are completed
per regulations. ldentified Issues to be
corrected. Findings to be report to QAPI.
Quality Monitoring schedule to be modified
based on findings.
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| completion of their Introductory Period and

i annually thersalfter ... Written performance

i evaluations are to be prepared by the employee's

| Immediate supervisor in conjunction with the
department head, or In the absence of a

' supervisor, by the depariment head. All

. evaluations for facility employees must be

 reviewed and approved by the facility Executive

Director prior o being reviewed with the

employee. Anniversary Date: The anniversary of

formal review and performance evaluation,
uniess a job change has taken place. If a job
change includes a change in compensation, you
generally will be reviewed agaln one year from
the date of the job change. If no compensation
change takes place, you will refain your original
raviaw date.”

On 05/29/2022 at approximately 12:40 p.m., ASM
# 1, exacutive director, ASM # 2, director of
nursing and ASM # 4, reglonal director of clinical
services, were made aware of the findings.

No further information was presented prior 1o exit.
Drug Regimen Review, Report lrregular, Act On
CFR(s):483.45(c)(1){2){4)(5)

F 756
58=D

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at lsast once amonth by a
licensed pharmacist.

. §483.45(c)(2) This review must include a review
of the resident's medical chari.

' §483.45(c){4) The pharmacist must report any
irmegularities to the attending physician and the

* your start date Is the date you should receive your

F730.

F 756 L1 Pharmacy recommendation for renal

8/2/2022

unction panel for resident #62 was drawn

nd resulted 6/30/2022 with no further
intervention required.

| 2. All residents at risk to be impacted by the
| alleged deficient practice.
quality review was conducted on all
harmacy medication recommendations
one for the month of May and June of
022 to ensure all were addressed.

i
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and these reports must be acted upon.

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
(d} of this section for an unnecessary drug.

{Ii) Any imegularitles noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist identified.

(ill} The attending physician must document in the
resident's madical record that the identified
imegularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.

§483.45(c}(5) The facility must develop and

maintain policles and procedures for the manthly

¢ drug regimen review that include, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an Imegularity that
requires urgent action to protect the resident.
This REQUIREMENT is not mel as evidenced
by:

Based on slaff interview, facility document
review, and clinical record review, it was
determined that the facllity staff failed to respond
to a pharmacist's monthly medication review

- recommendation for one of 39 residents in tha

i survey sample, Resident #62 (R62). The facility
staff failed to follow up on the pharmacist

- recommendation to obtain bleod tests to
determine R62's kidney function.
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' Continued From page 54
F 786 Continued From page 54 F 756
facllity's medical director and director of nursing, 3. Executive Director/Director of Clinical  g/3/5079

Services to educate unit manager on
addressing pharmacy recommendations
medication review on timely manner, Unit
manager's email forwarded to pharmacy
representative to ensure they are copied on
‘all resident recommendation,

Assisiant Director of Clinical Services/Unit
Managers will validate by the end of each
month that all pharmacy recommendations
have been reviewed and addressed as
indicated by the medical team and follow up
as indicated.

v. Executive Director/Director of Clinical
Services will conduct pharmacy medication
Teview on 10 percent of the residents |
‘monthly for 3 months, to ensure |
compliance. The Director of Clinical |
Services will report findings to the QAP|
Committee monthly and Quality Monitoring |
Review schedule will be modified based on |
findings.
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The findings include:

On the most recent MDS (minimum data set), a
quarterly assessment with an ARD (assessment
raference date) of 5/18/22, R62 was coded as
being severely impaired for making daily
decisions, having scored 6 oul of 15 on the BIMS
(brief interview for mental status).

A review of the monthly medication regimen
reviews for R62 revealed a review dated 5/27/22,
The review documented: "[R62] has not had an
assessment of renal (kidney) function within the
past slx months...Pleass monitor [blood tests to
reveal kidney function] on the next convenient lab
day and at least every six months thereafter."

Further review of R62's clinical record failed to
reveal any laboratory tests orderaed after the
527722 medicalion ragimen raview.

Further review of R62's clinical record revealed
- the pharmacist had completed the June 2022
. medication ragimen raview for R62 on 6/23/22.

1 On 6/28/22 at 5:40 p.m., ASM (administralive

- staff member) #1, the executive director, and
ASM #2, the director of nursing, were informed of
this concern.

On 6/29/22 at 9:23 a.m., ASM #2 stated there
was no way to defend the lab test not being
performed. She stated when the
recommendations come from the pharmacy,
either the director of nursing or the assistant
director of nursing looks through them and takes
items requiring an order to the physician. She
stated she and the former director of nursing had
both been out of work at the time this
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recommendation came from the pharmacist. She
stated she had spoken with the physician and put
in an order for the laboratory tests to be
performed on R62 earlier in the morning, She
stated the confract laboratory company performs
residents’ laboratory tests on regularly on
Tuesdays and Thursdays, and at other requested
times if urgent.

A review of the facility policy, "Medication
Regimen Review," revealed, in part: The
pharmacist will address coples of residents’ |
MRRs {medication regimen reviews) to the i
Director of Nursing and/or the attending physician
and to the Medical Direclor...If an imegularity does
not require urgent action but should be addressed
before the consultant pharmacist's next manthly
MRR, the facility staff and the consultant
pharmacist will confer on the timeliness of
atiending physician responses to identlfied
irregularities.”

- No further information was provided prior to exit.
Nutritive Value/Appear, Palatable/Prefer Temp
CFR(s): 483.60(d)(1)(2)

F 804
38=D

. §483.60(d) Food and drink
Each resident receives and the facility provides-

§483.60(d)(1) Food prepared by methods that
conserve nutritive value, flavor, and appearance;,

§483.60(d)(2) Food and drink that is palatable,
attractive, and at a safe and appetizing
| temperature.
| This REQUIREMENT is not met as evidenced
" by:
; Based on observation, resident Interview, staff

F 804

! i

1. Meals served to Resident #34, Resident 8/3/2022
#37, and Resident #50 have been within the:
ccaptable temperature limit, meal

emperature are taken before sanding out to;
he units. Food Service Manager educated !

iotary staff fo ensure they are using plate |
warmer to maintain food temperature. |
2. All the residents that receive a meal tray |
are at risk to be impacted by the alleged
deficient practice.
3. Food Services Manager will educate
distary staff on the use of plate warmer in
order to maintain the food temperature.

An audit will be done by the Food Services |
Manager to ensure timely delivery of meal
trays.

i H
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' Interview, facility document review and clinical
record review, the facility staff failed to sarve food
- at a palatable temperature for 3 of 39 residents in
* the survey sample, Residents #50, #34 and #37.

The findings include:

On Resident #50's (R50) most recent MDS

" {minimum data set), a quartery assessment with

+ an ARD (assessment reference date) of 5/5/22,
the resident scored 15 out of 15 on the BIMS
{brief interview for mental status), indicating the
resident is not cognitively impaired for making
dally decisions. On 6/27/22 at 1:42 p.m., an
interview was conducted with R50 and the
resident stated the facility food was cold.

On Resident #34's (R34) most racent MDS

- {minimum data set), a quarterly assessment with
an ARD (assessment reference date) of 4/21/22,
the resident scored 15 out of 15 on the BIMS

. (brief interview for mental status), indicating the
resident is not cognitively impaired for making
daily decisions. On B8/27/22 at 2:59 p.m., an
interview was conducted with R34 and the
resident stated the food was usually cold when
served.

On Resident #37's (R37) most recent MDS
{minimum data set), a quarterly assessment with
an ARD (assessment reference date) of 4/22/22,
the rasident scored 15 out of 15 on the BIMS
(brief interview for mental status), indicating the
ragident is not cognitively impaired for making
daily decisions. On 6/27/22 at 3:13 p.m., an

- Interview was conducted with R37 and the
resident stated the facility food was cold.

I On 6/28/22 at 1:02 p.m., a meal test tray was

. Food Services Manager/food services

ssistant will audit 5 trays each week for 4

eeks then monthly for 2 months to

nsure proper food temperature is
maintained. Findings will be reported to
the QAPI Committee monthly and Quality
Monitoring Review schedule will be
modified based on findings.
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F 804 Continued From page 58 E 804
conducted as the last resident on the last unit
was being served. The temperatures of the food
were taken by OSM (other staff member) #4 (the
food services manager) and read by OSM #4 and
OSM #5 (the district food services manager).
The pureed carrots were 98 degrees
(Fahrenheit), the pureed bread was 110 degrees
and the pureed fish was 100 degrees. The food :
" was tasted by two surveyors, OSM #4 and OSM :
#5. OSM #4 stated the food, "could be hotter” :
and OSM #5 agreed.
+ On 6/28/22 at 5:40 p.m., ASM (administrative
staff member) #1 (the executive director) and
ASM #2 (the director of nursing) were made
aware of the above concem.
The facility policy titled, "Food
Production/Preparation” documented, "Food will
be prepared under sanitary condition as outtined
in the most current FDA Food Code using 4
methods that conserve nutritive value, quality, . !
flavor and appearance.” |
Na further information was presented prior to exit. :
F 812 ' Food Procurement,Store/Prepare/Serve-Sanitary : F812[L- All the food items left in second floor  18/3/2022
$8=D  CFR(s): 483.60(i)}{1){2) : nourishment room refrigeration beyond |
; recommended best by date was discarded |
§483.60(1) Food safely requirements. i 6/28/22, staffs re-educated on facility ;
UL HECILGIT S _ policy on food storage. i
§483.60(i)(1) - Procure food from sources 2. All residents are at risk to be impacted
approved or considered satisfactory by federal, by the alleged deficient practice.
| state or local authorities. A quality review was conducted by the :
| i) This may include food items obtained directly Dietary Manager and Unit Manager on all '
i ::;“k';':::v';d;’ri’;i“sa‘gsm to applicable State the nourishment room refrigerators to
| 5. . . .
- {il) This provision does not prohibit or prevent ensure thaF .there were -no expired items
' per the facility food policy.
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facilities from using produce grown in facility
gardens, subject io compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents

§483.60(1)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on abservation, staff interview and faclity
document review, the facility staff failed to store
food in a safe manner in 1 of 3 unit nourishment
room refrigerators, the second floor nourishment
room.

The second floor nourishment room refrigerator
contained muiltiple food items that were past the
manufacturers’ use by and best by dates.

The findings include:

On 6/28/22 at 2:10 p.m., observation of the
second floor nourishment room refrigerator was
conducted with LPN {licensed practical nurse) #4.
The following was ohserved: one 2 pound block
of sharp cheddar cheese with a best by date of
8/14/21, ona 13 ounce can of whipped topping
with a best by date of 12/25/21, one 6.5 ounce
can of whipped topping with a use by date of
3/31/22, one 15 ounce botlle of creamy French
dressing with a best if used by date of 10/5/21
and one ham and cheddar cracker stacks
lunchable with a use by date of 9/4/21, At that

- time, an interview was conducted with LPN #4.
LPN #4 stated the temperature of the refrigerator
Is supposed to be checked by a nurse every day
and at that time, the nurse should check the food

from consuming foods nol procured by the facility,

educate all staff regarding food storage,
monitoring and discarding food per
manufactural recommendation and facility
policy.

A. Director of Clinical Services/Assistant
Director of Clinical Services will conduct
iQuality Monitoring Review of nourishment
room refrigerators for food storage and
expiration dates to ensure no expired items;
are present 5 days a week for 4 weaeks,
‘then monthly, for 2 months, to ensure
compliance. The Director of Clinical
Services/Assistant Director of Clinical
Services will report findings to the QAPI
Committee monthly and Quality
Monitoring Review schedule will be
modified based on findings.

|
l
|
i
i
|
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items to ensure nothing is past the use by or best
if used by date. LPN #4 stated all of the above
items should have been discarded and threw
them in tha trash.

On 6/28/22 at 2:49 p.m., an interview was ! !
conducted with OSM (other staff member) #4 {the |
dietary manager). OSM #4 stated the distary |
staff delivers snacks and juices o the unit i
nourishment rooms. OSM #4 stated the nurses |
primarily remeove food items from the unit
refrigerators but he does so if he is in the
refrigerators and notices foods that are past the i
use by or best if used by date.

On 6/28/22 at 5:40 p.m., ASM (administrative ' i

staff member) #1 (the executive director) and 5

ASM #2 (the director of nursing) were made -
' aware of the above concem.

The facillty policy titled, "Food Storage: Cold |
Foods" documented, "All Time/Temperature
: Control for Safety (TCS} faods, frozen and
refrigerated, will be appropriately stored in
: accordance with guidelines of the FDA Food
Cods."

1. Garbage Refuse Dumpsters will be used

properly to ensure a sanitary and clean 8/3/2022
F 814 pnvironment to diminish and repel any

rodents, flies and or birds.

2. All residents are at risk for being

impacted by the alleged deficient practice.

No further information was presented prior to axil.
F 814 = Dispose Garbage and Refuse Properly
$5=F . CFR(s): 483.60(I}(4)

§483.60(i){4)- Dispose of garbage and refuse

!
properly. ! A quality review was conducted of ali
This REQUIREMENT is not met as evidencad ! dumpsters to ensure clean and secured.
by: i EnvironmentalfHousekeeping Director and
Based on cbservation, staff interview and facility the Dietary Director have been sducated by
document review, the facility staff failed to i he Executive Director on the policy

maintain the dumpsters in a sanltary manner for I Dispose of Garbage and Refuse” and as

'
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On 6/28/22, the sliding side doors of two
dumpsters were observed open and multiple flles
were inside the dumpsters,

The findings include:

On 6/28/22 at 2:48 p.m., an observation of the
facility dumpsters was conducted. Two of two
dumpsters containing trash were obsarved with
both sliding side doors completely open. Multiple
flies were inside the dumpsters, No staff was
utilizing the dumpsters at this time.

On 6/28/22 at 2:50 p.m., an interview was
conducted with QSM (other staff member) #4 (the
dietary manager). OSM #4 stated the side doors
on the dumpsters are supposed to be closed so
rodents, flies and birds aren't attracted to the
area.

On 6/28/22 at 2:58 p.m., an Interview was
conducted with OSM #7 (the housekeeping
manager). OSM #7 stated the side doors on the
dumpsters should be closed if staff is not

' dumping trash. OSM #7 siated rodents, flies and
"anything" can crawl into the dumpsters.

| On 6/28/22 at 5:40 p.m., ASM (administrative
' staff member) #1 (the executive director) and
ASM #2 (the director of nursing) were made
aware of the above concem,

: The facility policy titled, "Dispose of Garbage and

. Refuse” documenled, "All garbage and refuse will
be collected and disposed of in a safe and
efficient manner."
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two of two dumpsters containing trash, ﬁUCh all garbage and refuse will be 8/3/2022
collected and disposed of in a safe and '

Llincluding properly closing the lid and or side
doors of the dumpsters after every use.
| 3, Executive Director will educate all
dietary and maintenance staff on
|cleanliness and security of the dumpster, -
The Environmental Director will monitor the
dumpster area ensuring lids fully closed and.
kecured and area is clean.
!4. Executive Director will conduct quality
monitoring audits weekly for 4 weeks then
Fnonthly for 2 months to ensure the
dumpster lids are closed and the area is
clean The DCS will repert findings to the
IQAPI Committee monthly and Quality
onitoring Review schedule will be
maodified based on findings.
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No further information was presented prior to exit,
Use of Quiside Resources
CFR{s): 483.70(9)(1)(2)

F 840
53=D

§483.70(g) Use of outside resources,
§483.70(g)(1) 1f the facilily does not employ a
qualified professional person to furnish a specific
seivice to be provided by the facility, the faciiity
must have that service furnished to residents by a
perscn or agency outside the facility under an
arrangement described in section 1861{w) of the
Act or an agreement described in paragraph (g)
(2) of this section.

§483.70(g)(2) Arrangements as described in
section 1861(w) of the Act or agreements
pertaining to services furnished by outside
resources must specify in writing that the facility
assumes responsibility for-

(i) Obtaining services that meet professional
standards and principles that apply to
professionals providing services in such a facility;
and
{ii) The timeliness of the services,

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facllity staff failed
to evidence a current dialysls contract between
the facility and the outpatient dialysis center
providing services for one of 39 residents in the
survey sample, Resident #85.

The findings include:
On Resident #85's (R85) most recent MDS

{minimum data set), an admission assessment
. with an ARD (assessment raference date) of
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F 814  Continued From page 62 F814:

F 8401 Resident #85 no longer resides at the
icenter. On 06/30/2022 dialysis contract

was signed by Fresenius Medical Care of
MNorth America. .
2. All residents on dialysis are at risk to be |
impacted by the alleged deficient practice. !
A guality review was conducted by the f
Executive Director to ensure that all dialysis
facilities being used by our residents have
lan active contract with the facility.
3. Executive Director/Director of Clinical
Services will educate admission staff on
fensuring that the facility has a standing
‘contract for any dialysis patient before
’accepting them.

he Unit Managers will notify the Executive:
Director when any resident is going to be
initiating dialysis so the facility can ensure °
| hat an active contract is in place.
#. Executive Director will conduct an audit |
on all admitted/newly ordered dialysis
rresidents monthly for 3 month to ensure
compliance. Findings will be reported to
the QAPI Committee monthly and Quality
‘Monitoring Review schedule wili be
modified based on findings.

8/3/2022

X i
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6/9/22, the resident scored 13 out of 15 on the l
BIMS (brief Interview for mental status), indicating
the resident is not cognitively impaired for making
daily decisions.

' An admission notification form dated 5/20/22
documented R85 required dialysis. A review of |
R85's clinical record revealed a physiclan's order
dated 6/21/22 for dialysis every Monday,

Wednesday and Friday. A review of the facility
dialysis contracts failed to reveal a contract for
R85's dialysis provider.

On 6/28/22 at 12:12 p.m., ASM (adminisirative
staff member) #2 (the directar of nursing}
provided a letter addressed to ASM #1 (the
executive director) and dated 6/28/22. The letter
documented, "(R85) (a mutual client) has basn
receiving dialysis with {(name of dlalysis center)
since June 5, 2022. In anticipation of other
patients from {name of facility) raquiring dialysis
treatments, a request for a Long-Term Care

. Facility Outpatient Agreement to the (name of
dialysis center) paralegal team has been
submitted by (name of dialysis center
administrator)...”

- On 6/28/22 at 5:38 p.m. an interview was
conducted with ASM #1. ASM #1 stated a
contract RBS's dialysis center was not established
until this date. ASM #1 stated he went to the
dialysis facility on this date and recelved the
above letter. ASM#1 slated an agreement
should be received on the next date.

On 6/28/22 at 5:40 p.m., ASM #1 and ASM #2
wera made aware of the above concem.

On 6/29/22 at approximately 11:47 a.m., ASM #1
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stated a contract with R88's dialysis center had i
been developed. 5
The facility policy titled, "Coordination of f
Hemodialysis Services" documented, "Residents i
requiring an outside ESRD {end stage renal !
disease) facllity will have services coordinated by :
the facllity. There will be communication between }
the facility and the ESRD facility regarding the }
resident. The facility will establish a Dialysis i
Agreement/Arrangement if there are any !
residents requiring Dialysis Services. The |
agreement shall include how the residents care is :
to be managed.”
 No furthar information was presented prior to exit. 1. Nursing staff on the unit re-educated on 8/3/2022
F 842 ' Resident Records - ldentifiable Information F 842, 1:1 supervision documentati
CFR(s): 483.20(f)(5), 483.70()(1)-(5) proper 1.2 sup on

S$3=D

§483.20(f)(5) Resident-identifiable information.

. (i) Afacility may not release information that is

resident-identifiable to the public.

(ii} The facility may release infarmation that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself Is parmiited
to do so.

§483.70(i) Medical records.

- §483.70(i)(1) In accordance with accepted

professional standards and practices, the facility
must malntain medical records on each resident

. that are-
' (I} Complete;

(i) Accurately documented;
{lii) Readily accessible; and
{iv) Systematically organized

i‘paperwork by writing OOF(out of facility)
instead of initialing their name evidence by

documentation presented for resident #37

on days he was out of the facility due to
chest pain.

2. All residents in the facility are at risk to
be impacted by the alleged deficient
practice.

A quality review was conducted to ensure
that any resident on 1:1 supervision had
accurate documentation in their medical
record.

3. Director of Clinical Services/Unit

Managers will re-educate direct care staffs

regarding proper and accurate
documentation for 1:1 supervision
iohservation to ensure accuracy in
transmission of medical record.
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! £§483.70(i)(2) The facility must keep confidential

! regardiess of the form or storage method of the

. records, except when release is-

i {i) To the individual, or their resident
representative where permitted by applicable law;

l (!i) Required by Law;
(in) For treatment, payment, or health care

| operations, as permitted by and in compliance

| with 45 CFR 164.506;
: {iv) For public haalth activities, reporting of abuse,

: neglact, or domestic violence, health oversight

- activitles, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or {o coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as paermitted
by and in compliance with 45 CFR 164.512,

§483.70(i}(3) The facility must safeguard medical
racord information against less, destruction, or
unauthaorized use.

§483.70(i)(4) Medical records must be retained
for-

(i) The periad of time required by State law; or
(il) Five years from the date of discharge when
thers is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

. §483.70(i¥5) The medical record must contain-
(i) Sufficient information to identify the resident;
(ii} A record of the resident’s assessments;

(iii) The comprehensive plan of care and services
provided;
{(iv) The rosuits of any preadmission screening

| all informatian contained In the resident's records,

Unit Managers will notify the
||nterd|scmi|nary team when a situation
arises that requires a resident to be placed
©on 1:1 supervision so that the appropriate '
staff can be notified and documentation
requirements discussed and reviewed.
#4. Director of Clinical Services/Assistant
iDirector of Clinical Services will conduct
Quality Monitoring Review of residents
who are placed 1:1 observation daily for 3 x
a week for 4 weeks, then monthly, for 2
months. The Director of Clinical Services
will report findings to the QAP Committee
monthly and Quality Monitoring Review
ischedule will be modified based on

indings.
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and resident review evaluations and

determinations conducted by the State;

(v) Physiclan's, nurse's, and other licensed

professional's progress notes; and

(Vi) Laboratory, radiology and other diagnostic
* sarvices reports as required under §483.50.

This REQUIREMENT is not met as evidenced

by:

Based on resident interview, staff interview, ;
facility document review and clinical record review
itwas detarmined that the facility staff failed to
maintain a complete and accurate medical record
for ans of 38 residents in the survey sample,
Resident #37.

The findings include: i |

Residen! #37's (R37) most recent MDS . '
{minimum data set), a quartarly assessmant with i
an ARD (assessmant reference date) of 4/2/2022, ] |
the resident scored 15 out of 15 on the BIMS
{brief interview for mental status) assessmenlt,

. indicating the resident is cognitively intact for

, making daily decisions.

On 6/27/2022 at 1:56 p.m., an interview was
conducted with R37 in their room. R37 was
observed to have a staff member sitting outside
| of the room in a chair monitoring the room. R37
| stated that the previous Friday they had a fight

' with another resident who lived across the hall

. and now a staff member sat outside their door

: and went with them whenever they went outside
to smoke. R37 stated that they had been in the
hospital recently for chest pains.

The progress notes for Resldent #37 documented i
in part; : |
-"5/24/2022 06:33 (6:33 a.m.) Note Text: [Name ! :
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of R37] was admitted on 5/23/2022.." d I
- "522{2022 11:07 (11:07 a.m.) Note Text: i i
Resident is in Hospital.” | i '
- "5/21f2022 14:08 (2:09 p.m.) Note Text:

Resident compiained of chest Pain on left side :

with pain score of 9/10 at around 9:35am. Stated ! i
he has been having intermittent chest pain for :
about a week , stated that he did not tell any staff : i
thought it will go away but pain is worse . :
Percocet 5/325mg 1 tab (tablet) given at 9:40 am. i :
Supervisor notified. [Name of Physician] notified
at 9:45, order to transfer Resident to ER L
{emergency raom) for further evaiuation. !
Resident transferred to ER at [Name of Hospital] '
at 10:30 am. all scheduled am {morning)

medications administered prior to transfer, Report

called in 1o [Name of staff] at 10:35am. Call

placed to ER 1o check on Staius of Resident,

spoke to [Name of staff] was told Reskient has

been admitted for Chest pain.”

- "5/3/2022 18:13 (6:13 p.m.} ... Resident

currently in room alone with 1:1 (one to one) |

supervision to ensure safety of those around him. i

Resident's guardian and physician updated on '

current status.”

On 6/28/2022 at 1:10 p.m., a request was made

to ASM (administrative staff member) #2, the

director of nursing, for any 1 to 1 documentation i
for R37 from 5/2/2022 through the present.

On 6/27/2022 at 3:22 p.m., an interview was
conducted with OSM (other staff member) #6,
admission coordinator. OSM #6 was observed
outside of R37's room in a chair. OSM #6 stated |
that they were assigned 1 to 1 monitoring for the ; |
day. OSM #6 stated that they knew that R37 had :

been on 1 to 1 since the other resident returned ‘
from the hospital but they were not sure when | ] i
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that was. OSM #6 stated that they did not know
who the other resident was but knew they were in
another room. OSM #6 stated that they were
observing R37 for any aggressive behaviors or
abusive behaviors. OSM #6 stated that R37 was

- able to leave the room but they escorted them

wherever they went and they were not allowed to
go lo smoke with the other residents, OSM #6
stated that they completed documentation of the
1 10 1 monitering on paper forms kept in a binder
every 15 minutes.

On 6/28/2022 at 11:05 a.m., an interview was
conducted with OSM (other staff member) #10,
the director of social services . QSM #10 stated
that R37 had been on 1 to 1 monitoring since the
rasident to resident altercation on 6/24/2022.
OSM #10 stated that they knew R37 wason 1 to
1 monitoring prior to that incident but was not
sure of the timeframe.

On 6/268/2022 at 12:54 p.m., an interview was
conductsd with LPN (licensed practical nurse) #7.
LPN #7 stated that R37 was on 1 to 1 monitoring
and had a chaperone if they left the room since
the altercation on 6/24/2022. LPN #7 stated that
the 1 on 1 monitoring was off and on based on
hehaviors for residents and they were informed
when to stop by the director of nursing. LPN #7
stated that they documenled the 1 to 1 maonitoring
on paper sheets every 15 minutes.

On 6/28/2022 at 2:11 p.m., an interview was
conducted with ASM (administrative staff
member) #2, the director of nursing. ASM #2
stated that R37 was competent and had been to
court to have the guardianship lited. ASM #2
stated that R37 had previously damaged a facility
laptop when the nurse would not give them

|
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additional pain medications, ASM #2 stated that
the palice had come at that time and R37 had lied
to the police saying they did not remember
anything. ASM #2 stated that R37 did not lack
capacity and the police knew they were lying but
could not do anything. ASM #2 stated that the

| previous DON (director of nursing) had moved
R37 to a private room and placed them on 1 to 1

' monitoring at that ime and there had been no

, further behaviors, ASM #2 stated that they had

. ended the 1 to 1 monitoring around 5/24/2022

! because R37 was not displaying any behaviors
and the physician had determined that it could be
lifted. ASM #2 stated that they were having the

i physiclan fax over a note documenting this. ASM
#2 stated that they were gathering the requested

* documentation regarding the 1 to 1 monitoring.

On 6/28/2022 at approximately 4:15 p.m., ASM
#2 provided 1 to 1 monitoring documentation
titled "Resident Safety Check" and a copy of a
prescription dated 5/24/22 for R37 which
documented, "D/C (discontinue) sitter, patiant has
been cooperative. No signs of him being risk to
others."

Review of the "Rasident Safety Check”
documents provided evidenced 15 minute checks
completed 5/2/2022-5/24/2022 and

_ 6/24/2022-6/27/2022. Further review of the
safety checks documented 15 minute checks
completed on 5/21/2022 from 10:30 a.m. through
5/22/2022 at 4:00 p.m. and 5/22/2022 7:00
p.m.~-11:45 p.m. The clinical record documented
R37 belng admiited 1o the hospital on 5/21/2022
after leaving at 10:30 a.m. and readmitting to the
facllity on 5/23/2022. The clinical record failed to
evidence a readmission time on 5/23/2022,
however the "Resident Safety Check" document
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evidenced 15 minute safety checks starting at
12:00 a.m. on 5/23/2022,

On 6/28/2022 at 10:08 a.m., an interview was
conducted with ASM #5, medical doctor. ASM#5
stated that they care for R37. ASM #5 stated
_ they saw R37 on 5/24/2022 and discontinued the
1 to 1 sitter. ASM #5 stated that they did not write '
a note in the medical record because it was a '
quick visit and they just "eyeballed" R37. ASM #5
. stated that their normal practice was to document
- anything that was a significant change or needed
' anote. ASM #5 stated that the DON had asked
: for a nota and they had written the prescription
i that was faxed over and had taken it back to their
- haspital based office to be placed in a file. ASM
#5 stated that they were sure that it had been i
|
|

faxed to the facility prior to 6/26/2022 to be In the

i medical record, but the DON had asked them to
resend it. ASM #5 stated that they based the
discontinuing of the 1 to 1 monitordng on their
observation at that time and currently R37
neaded 1 to 1 monitoring until they could be
safely discharged.

On 6/29/2022 at 11:19 a.m., an interview was

conducted with ASM #2, director of nursing. ASM

#2 stated that R37's 1 to 1 monitoring was

discontinued on 5/24/2022 when they asked the
physician to stop it because the nurses notes

showed that they were compliant and had no

behaviors. ASM #2 stated that the note from the
physician dated 5/24/2022 should be a part of the
medical record. ASM #2 stated that their medical
records staff person had been out and things :
were behind. ASM #2 stated that they had looked i
for the note in medical records and were not able I
to find anything so they had asked the physician

to send It over. ASM #2 was asked about the
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"Resident Safety Check" documentation for R37
provided which documented checks every 15
minutes on 5/21/2022 after R37 had transfarred
to the emergency room, and every 15 minutes en
512212022 with the exception of 4:15 p.m.-6:45
p.m. when they were admitted to the hospital.
ASM#2 stated that they wouid have to validate
the safety checks for those days.

On 6/29/2022 at 12:34 p.m., ASM #2 stated that ! '
' they had reviewad the safety checks for R37 for
5/21/2022 and 5/22/2022. ASM #2 stated that ; :
they had spoken with the staff {o find out what
they meant and it appeared to be a lack of
education on how to document on the form. ASM
#2 stated thal staff were Initialing the form rather
than writing OOF (out of facility) on the form and
also not documenting the resldents information
on the form. ASM #2 stated that the form should
have the residents name and the record was not
accurate and the organization of the
documentation needed to be corracted.

The facifity policy "Clinical/Medical Records" with
a revision date of 8/25/2017 documented in part,
*...Clinical records are maintained in accordance
with professional practice standards to pravide
compiete and accurate information on each
resident for continuity of care. The purpose of the
clinical record is to document the course of the i
rasident's plan of care and to provide a medium
of communication among healih care

| professionals involved in this care...”

On 6/29/2022 at 12:55 p.m., ASM #1, the
execulive director, ASM #2, the diractor of
nursing and ASM #4, the regional director of
clinical services were made aware of the findings.
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No further information was provided prior to axit.
F 883  Influenza and Pneumococcal Immunizations F 883 1, Resident #56’s responsible party was  8/3/2022
§5=D CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococeal
immunizations
§483.80(d){1) Influenza. The facility must develop
policies and procedures to ensure that-

" {i) Bafore offering the influenza immunization,
each resident or the resident's representative

' receives education regarding the benefits and
potantial slde effects of the immunization;
(i} Each resident is offered an influenza
immunization October 1 thraugh March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;
(i) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record inciudes
documentation that indicates, at a minimum, the
following:
{A) That the resident ar resident’s representative
was provided education regarding the benefits
and polential side effects of Influenza
immunization; and
{B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and pracedures to ensure
that-

| (i) Before offering the pneumococcal

| immunization, each resident ar the resident's

' representative receives education regarding the

I benefits and potential side seffects of the

i

called to get consent and educated of the
henefit of pneumococcal vaccination due
‘to RH#56 age, verbal consent given for the
administration of the vaccine. Vaccine
lorder and administered to Resident #56.

. All residents at risk for being impacted
‘by the alleged violation.
iA quality review of residents’
pneumococcal vaccine status was
completed and pneumococcal vaccine was
offered if indicated.

. Director of Clinical Services/Unit
Managers will educate nursing staff on the
policy of pneumococcal vaccines. They will
be educated to obtain information upon

dmission and ensuring that /declination

orms are obtained and placed into the
medical record.
| . Director of Clinical Services/Unit
Managers to complete a Quality i
monitoring audit on all new admits and
pneumococcal status weekly for 4 weeks
then monthly for 2 months, to ensure
compliance. The Director of Clinical
Services will report findings to the QAPI
Committee monthly and Quality
Monitoring Review schedule will he
: meodified based on findings.
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. Immunization;

: (ii) Each resident is offered a pneumococcal

" immunization, unless the immunization is
medically contraindicated or the resident has

! already been immunized;
(ill) The resident or the resident's representative
has the opportunily to refuse immunization; and
(iv)The resident's medical record includes
documentation that indlcates, at a minimum, the
following:

{A) That the resident or resident’s representative

was provided education regarding the benafits
and potentlal side effects of pneumococcal
immunization; and

{B} That the resident either received the
pneumococcal immunization or did not receive
the pneumacoccal immunization due to medical
contraindication or refusal.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, it was determined that the facility staff
failed to offer, obiain consent andfor provide
education regarding the preumacoccal vaccines
for one of five residents in the Immunization
record review, Residents # 56 (R56).

The findings include:

The facility staff failed to offer, obtain consent and

provide education regarding the pneumococcal
vaccines for (R56).

* On the most recent MDS (minimum data set)
assessment, a quarterly assessment, with an

ARD (assessment reference date) of 05/11/2022,
the resident was coded as having both short and

long term memory difficulties and was caded as
being severely cognitively impaired for making
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daily decisions. Under Section "O Speclal
Treatments, Procedures and Programs" (R56)
was coded as nat being offered the
pneumococcal vaceine.

A review of the (R56's) clinical record and EHR
. [electronic health record) failed to evidence that
the pneumococcal vaccine was offered and
* consent and education was provided.

On 06/29/2022 at approximately 8:22 a.m., an
interview was conducted ASM (administrative

' staff member) # 2, director of nursing. When
asked about the documentation for (R58's)
pneumococcal vaceine ASM # 2 stated that the
RN (registered nurse) had spoken to (R56's)
family and the family declined the vaccine. ASM
# 2 further stated that the consent and education
was not completed or signed and was scanned
into (R66's) the electronic health record blank,

©n 06/29/2022 at approximately 11;10 a.m., an
interview was conducted ASM # 2, director of
nursing. When asked to describe the process for
the pneumacoccal vaccine ASM # 2 stated that I
upon a resident’s admission to the facility they
offer infermation about the vaccine to the resident
and/or family. If the resident had received the !
vaceine before coming into the facility they J
document the information in the EHR (electronic ;
health record) for the resident. ASM # 2 stated if '
the resident or family declines the vaceine it's
documented on the facility's "Informed Consent
' For Pneumococcal Vaccine®, given lo medical |
records and scanned into the resident’s EHR. |
When asked if information regarding the vaccine |
and vaccine were offered to (R56) since there
was a lack of document ASM # 2 stated no.
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The facility's policy "Pneumococcal Vaccing”
documented in part, "1. Prior to or upon
admissfon, residents will be assessed for
oligibllity to receive the pneumaococeal vaccine
serias, and when indicated, will be offered the
vaccine serles within thirty (30) days of admission
to the facility unless medically contraindicated or
the resident had already been vaccinated...3.
Before receiving a pneumococcal vaccine, the
resident or lagal representalive shall receive
information and education regarding the benefits
and potential side effects of the pneumococcal
vaccine."
On 06/29/2022 at approximately 12:40 p.m., ASM | !
(administrative staff member) # 1, executive j
director, ASM # 2, director of nursing and ASM # |
4, ragional director of clinical services, were | !
made aware of the findings.
No further information was presented prior to exit. ‘1. All four residents identified in the survey 8/3/2022
F 909 ResidentBed F 909 (Resident#18, Resident #66, Resident #96
$S=E CFR(s): 483.90(d)(3) iand Resident #45) have had their bed
Eafety check completed for risk of
§483.90(d){3) Conduct Regular inspection of all ntrapment, including bed mattress/frame
bed frames, mattresses, and bed rails, if any, as lcompatibility, bed rails usage and side rails
part of a regular malntenance program to identify lusage for safety, security and well-being for
areas of possible entrapment. When bed rails the residents..
and malttresses are used and purchased 2. All residents are at risk for being
separately from the bed frame, the facility must impacted by the alleged deficient practice.
ensure that the bed rails, mattress, and bed A quality review of ail beds was completed
frame are compatible. to ensure proper functioning. They will
This REQUIREMENT is not mel as evidenced have their bed safety check completed on a
by: quarierly basis and upon admission,
Based on staff interview, resident interview, accordingly. This will include inspection of
facllity document review and clinical record attresses, had compatibility, side rails and
review, it was determined the facility staff failed to ed rails usage for safety and security, free
evidence bed inspection for risk of entrapmant for l-rrom any possibility of entrapment.
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i . . ) 3. Executive Director will educate
4 of 39 residents in the survey sample, Resident

#16, Resident #66, Resident #96 and Residant
#45.

1. The facility staff failed to inspect Resident
#16's bed for risk of enfrapment.

Resident #16 was admitted to the facility on
6/15/16 with dlagnoses that included but were not
limited to: psychotic disorder and anxiety
disorder.

Resident #16's most recent MDS {minimum data
set) assessment, a quarterly assessment, with an
assessment reference date of 3/20/22, coded the

- resident as scaring 15 out of 15 on the BIMS
(brief interview for mental status) score, indicating

. the resident was cognitively intact. MDS Section

. G- Functional Status, coded the resident as
requiring extensive assistance in bad maobility and
transfers.

' Observation of Residant #16 resting in bed on

| 6/27/22 at 1:45 PM, 6/28/22 at 10:00 AM and

| 6/29/22 at 8:30 AM. 1/4 side rails were observed
| to be in use.

' On 6/27/22 at 5:00 PM, a request was made for

. evidence of the documentation of the annual bed

, safety inspection for the entire facility. There was

' no evidence of the requested documentation for
Resident #16.

The physician’s order dated 7/28/20, revealed the
following, "Side Rails: 1/4 side rails for bed
mahility and positioning."”

Areview of the side rall evaluation dated
10/23/21, revealed the following, "Bed mobility:

‘Maintenance Director to audit beds on
admission, guarterly and as indicated with
any issues. Any issues will be addressed
immediately and reported to ED for follow |
up.
Executive Director and Director of Clinical
Services will notify the maintenance
supervisorfassisiant in daily clinical meeting
of new or pending admits for bed
inspections to be completed. These will be
added to an inspection log to be kept by the
maintenance team and used for quarterly
bed inspection tracking.
4. Executive Director to complete a Quality
monitoring audit to review 10 beds per :
week for 4 weeks then monthly for 2 !
months to ensure proper functioning and
;equipment use. The Director of Clinical
Eervices will report findings to the QAPI
ammittee monthly and Quality Monitoring
Review schedule will be modified based on |
lﬂndings. f
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will the bed rall (s) assist the resident in turning
side to side/halding self to one side? Yes. Will
the bed rail (s) assist the resident in moving up
and down in bed? Yes. Will the bad rail (s) assist
the resident in pulling self from lying to sitting
position? Yes. Recommendations: Side ralls
recommended.”

f

i

|

!

[}

|

A review of Resident #16's care plan dated i

6/28/19 revealed the following, "FOCUS:; has an !

ADLs (activities of daily living)elf-care !

performance deficlt related to General debllity, i

Muscle wasting, Limited Mobility, Contractures of |

lower extromities INTERVENTIONS: Quarter i
Side rails for bed mability & positioning.”

|

]

]

H

- Aninterview was conducled on 6/27/22 at 1:45
PM with Resident #16. When asked if the
resident used the side rails, Resident #16 stated,
"Yes, | use them to help move in bed.”

i An interview was conducted on 6/28/22 at 2:40 |
PM with OSM (other staff member) #2, the ‘
maintenance lechnician. When asked for the
evidenca of the annual bed safety inspection,
OSM #2 stated, no, there is nothing In TELS
(team electronic library system) for all beds,
When asked what was checked on the beds,
OSM #2 stated, we look at the side rails every
week, but we do nol track the bed rails. The
previous director told me everything was in the
computer and to not worry about tracking
anything on paper. When asked if OSM #2 was
given specific room and bed numbers, could a

stated, no, there is no report for specific beds,
When asked for the manufacturer's
recommendation for checking the side rails, OSM
#2 stated, no | do not have that information.

report of Inspection for that bed be ran, OSM #2 !
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When asked how OSM #2 was checking bed rails |
per the manufacturers, OSM #2 stated, 1 am nol
sure, this is my first time seeing this policy. OSM
#2 stated, this Is all the information | have as we ' ! I
were provided a "TELS Logbook Documentation

form which revealed the following: "Beds &

Matiresses: Inspect Bed Ralls: Maintenance !

Check: Inspect connectors on rails and tighten i

as nacessary. Remove any burs or roeugh edges

to prevent injury. Verify the function on the spring i

latch-knob assembly, if applicable. Ensure the I

latch is free of dirt and/or foreign material that i

could impair its function. Ensure that the ralls :

engage and lock as specified. Tighten, adjust or

replace any parts such as end caps, knobs, bolts,

screws, efc., that are loose, show signs of wear

Qr are missing."

The facility policy, "Side Rail/Bed Rail* was
reviewed. This policy documented, "Policy: The
Center, will attempt alternative interventions, and
document in the medical record, prior to the use
of side rallfbed rail. Side rail/bed rail may include
but not limited to: Side rails, bed rails, safety
rails, grab bars and assist bars. Procedurs: 1.
prior to installatian of a side rail/bed rail complete
the side rail/bed rail evaluation to evaluate the
rasident for risk of entrapment. 2. Review the risk :
and benefits with the resident and/for resident ;
representative. 3. Obtain consent from the i
. resident and/or resident representativa. 4. |
Obtain physiclan order for side rail/bed rail. 5. i
Update the care plan and kardex. 6. ' i
Re-evaluate the use of side rail’lbed rail, quarterly,
with a change in condition or as needed. 7.
Follow the manufacturers' recommendations and
specifications for installing and maintaining side
railsfbed ralls.”
The policy did not address routine or periodic

FORM CMS-2567(02-99) Pravious Versions Obsolele Event IDx ZHURTY Facility ID: VAD129 If continuation sheel Page 79 of 89




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/07/2022
FORM APPROVED

OMB NO. 0938-0391

maintenancs and inspections of side rails and
beds. The facllity did not have a manual of the
manufaciurer's recommendations and
specifications for the side ralls. The facility was
not logging and tracking routine or periodic bed
and side rail Inspections.

On 6/29/22 at 12:40 PM, ASM {(administrative

staff member) #1, the execulive director, ASM #2,
. the director of nursing and ASM #3, the Regional
| Director of Clinical Services were made aware of
- the above concerns.

Na further information was provided prior to exit.

2. The facility staff failed to inspect Resident
#66's bed for risk of entrapment,

Resldent #6€ was admilted to the facility on
4/24/29 with diagnoses that included but were not
: limited to: multiple sclerosis.

- Resident #66's most recent MDS (minimum data
set) assessment, a quarterly assessment, with an
assessment reference date of 3/20/22, coded the

- resident as scoring 13 out of 15 on the BIMS

' (brief interview for mantal status) score, indicating

| the resident was cognitively intact. MDS Section

i G- Functional Stalus, coded the resident as

: requiring extensive assistance in bed mobility;

' total dependence for {ransfers.

Observation of Resident #66 resting in bed on
6/27/22 at 1:40 PM, 6/28/22 at 9:45 AM and
6/29/22 at 8:25 AM. 1/4 side rails were observed
to be in use.

On 6/27/22 at 5:00 PM, a reqjuest was made for
evidence of the documentation of the annuat bed
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safely inspection for the entire facility. There was
na avidence of the requested documentation for
Resident #66.

The physician's order dated 7/28/20, revealed the
following, "Side Rails: 1/4 side rails for bed
mobility and positioning.”

A review of the side rail evaluation dated
10/23/21, revealed the following, "Bed mobility: ’
will the bed rail (s} assist the resident in turning

side to side/holding self to one side? Yes. Will

the bed rail (s) assist the resident in moving up

and down in bed? Yes. Will the bed rall (s) assist

the resident in pulling self from lying fo sitting

position? Yes. Recommendations: Side rails
recommended.”

A review of Resident #66's care plan dated 11/8/
daily fiving) self-care performance deficit related
io MS (multiple sclerosis), wheslchair bound she
prefars 18 ravealed the following, "FOCUS: has
an ADL (activities of to wear hospital gown
despite having clothing from hame,
INTERVENTIONS: Bilateral quarter bed raits for !
mobility and reposition.” i

An interview was conducted on 6/27/22 at 1:35
PM with Resident #66. When asked if the
resident used the side rails, Resident #66 staled,

repositioned.”

An interview was conducted on 6/28/22 at 2:40
PM with OSM (other staff member) #2, the
maintenance technician. When asked for the
avidence of the annual bed safety inspection,
QOSM#2 stated, No, there is nothing in TELS
(team electronic library system) for all beds.

"Ch yes, luse them to help myself furn and get i
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When asked what was checked on the beds,
OSM #2 stated, we look at the side rails every
woalk, but we do not track the bed ralls. The
pravious direclor told me averything was in the
computer and to not worry about tracking
anything on paper. When asked if OSM #2 was
given specific room and bed numbers, could a
report of inspectlan for that bed be ran, OSM #2
stated, no, there is no report for specific beds.
When asked for the manufacturer's
recommendation for checking the side rails, OSM i
#2 stated, no | do not have that information. I
When asked how OSM #2 was checking bed rails
per the manufacturers, OSM #2 stated, | am not

i sure, this Is my first time seeing this policy. OSM
#2 stated, this is all the information | have as we
were provided a "TELS Logbock Documentation
form which revealed the following: "Beds &
Matiresses: Inspect Bed Rails: Maintenance i
Check: Inspect connectors on ralls and tighten :
as necessary. Remove any burs or rough edges
to prevent injury. Verify the function an the spring
latch-knob assembly, If applicable. Ensure the
latch is free of dirt and/or foretgn material that
could impair its function. Ensure that the rails
engage and lock as specified. Tighten, adjust or
roplace any parts such as end caps, knobs, balts,
screws, etc., that are loose, show signs of wear
or are missing.”

The facility policy, "Side Rail/Bed Rail" was
reviewed. This policy documented, "Policy: The I
Center, will attempt aiternative interventions, and
document in the medical record, prior to the use '
of side rail’bed rall. Side rail’/bed rail may include
but not limited to: Side rails, bed rails, safety
rails, grab bars and assist bars. Procedure; 1.
prior to installation of a side rail/bed rail complete i
. the side rail/bed rail evaluation to evaluate the
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resident for rigk of entrapment. 2. Review the risk
and benefits with the resident and/or rasident
representative. 3. Obtain consentfrom the
resident and/or resident representalive. 4.
Obtain physician order for side rail/lbed rall. 5.
Update the care plan and kardex. 6.

Re-evaluate the use of side rall/bed rail, quarterly,
with a change in condition or as needed. 7. ;
Follow the manufacturers’ recommendations and i
specifications for installing and maintaining side
rails/bed ralls.”

The policy did not address routine or periodic
maintenance and inspections of side ralls and
beds. The facility did not have a manual of the
manufacturer's recommendations and
specifications for the side ralls. The facility was [
not logging and tracking routine or periodic bed
and side rafl inspections.

: On 6/29/22 at 12:40 PM, ASM (administrative |

- slaff member) #1, the executive director, ASM #2, !
the director of nursing and ASM #3, the Reglonal |
Directer of Clinical Servicas were made aware of '
the above concerns.

No further Information was provided prior o exit.

3. The facility staff falled to inspect Residant
#96's bed for risk of entrapment.

Resident #96 was admitted to the facility on i
10/24/18 with diagnoses that included but were !
. not limited to: morbid obesity and fibromyalgia. |

Resident #36's most recent MDS (minimum data i
assessment reference date of 6/18/22, coded the

' resident as scoring 15 out of 15 on the BIMS
{brief interview for mental status) score, indicating

set) agsessiment, a quarterly assessment, with an |

F 909
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the resident was cogpnitively intact. MDS Section
G- Functional Status, coded the resident as
requiring extensive assistance in bed mabllity and
transfers.

Observation of Resident #96 reveated the
resident was resting in bed on 6/27/22 at 1:30
PM, 6/28/22 at 9:15 AM and 6/29/22 at 8:15 AM.
Grab bars/assist rails bilateral were observed to
be in use.

On 6/27/22 at 5:00 PM, a request was made for

evidence of the documentation of the annual bed |
safety inspection for the entire facility. There was 5
no evidence of the requested documentation for |
Resident #96. '

~ The physician's order dated 10/19/21, revealed
. the following, "Grab bars/assist rails bllateral to d
_ aid in bed mobility and repositioning.” i

* Areview of the side rail evaluation dated 1/26/22, i _
ravealed the following, "Bed mobility: will the bed i ?
rail (s) assist the resident in turning side to
side/holding self to one side? Yes,
Recommendations: Assist rail/grab bar :
recommended.” | |

A raview of Resident #26's care plan daled i

14/1/18 revealed the following, "FOCUS: ADL ! ;

(activities of daily living) self-cara performance ‘

deficit related to debility, knee pain and :

fibromyalgia. INTERVENTIONS: Side rails: % !

rails to ald in bed mobility." i

[}
i

Aninterview was conducted on 6/27/22 at 1:30
PM with Resident #96, When asked if the
resident used the side rails, Resident #96 stated,
*Yes, | use them to help turn in bed.”
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An interview was conducted on 6/28/22 at 2:40
PM with OSM {other staff member} #2, the
maintenance technician. When asked for the

. evidence of the annual bed safety inspection,

" OSM#2 slated, No, there is nothing in TELS -
(team electronic kibrary system) for all bads. i
When asked what was checked on the beds,

OSM #2 stated, we lock at the side ralls every
week, but we do not track the bed rails. The
previous director told me everything was in the
computer and (o not worry about tracking
anything on paper. When asked if OSM #2 was
given specific room and bed numbers, could a
report of inspection for that bed be ran, OSM #2
stated, no, there Is no repont for specific beds.
When asked for the manufacturer's

, racommendation for checking the side rails, OSM ;
#2 stated, no | do not have that information. !
When asked how OSM #2 was checking bed rails
per the manufacturers, OSM #2 stated, | am not
sure, this is my first time seeing this policy. OSM
#2 stated, this is all the information | have as we
were provided a "TELS Logbook Documentation
form which revealed the following: "Beds &
Mattresses: Inspect Bed Rails... Maintenance
Check: Inspect connectors on rails and tighten
as necessary. Remove any burs or rough edges
to prevent injury. Verify the function on the spring
latch-knob assembly, if applicable. Ensure the
laich is free of dirt and/or foreign material that
could impair its function. Ensure that the ralls
engage and lock as specified. Tighten, adjust or
replace any paris such as end caps, knobs, bolis,
screws, etc., that are loose, show signs of wear
or are missing."

The facility policy, "Side Rail/Bed Rall" was
reviewed. This policy documented, "Policy: The
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Canter, will attempt alternative interventions, and
document in the medical record, prior to the use
of side rail/bed rail. Side rail/bed rail may include
but not limited to: Side rails, bed rails, safety
rails, grab bars and assist bars. Procedure: 1.
Prior to installation of a side rail/bed rail complete
the side rail/bed rall evaluation to evaluate the
resident for risk of entrapment. 2. Review the risk
and benefits with the resldent and/or resident
representative. 3. Obtain consent from the
resident and/or resident representative. 4.

' Obtatn physician order for side railfbed rail. 5.

Update the care plan and kardex. 6.
Re-evaluate the use of side raifbed rall, quarteriy,
with a change in condition or as needed. 7.
Fallow the manufacturers' recommendations and
specifications for installing and maintaining side
rafls/bed rafls.”

The policy did not address routine or periodic
maintenance and inspections of side rails and
beds. The facility did not have a manual of the
manufacturer's recommendations and
specifications for the side rails. The facllity was
not logging and tracking routine or periodic bed
and side rail inspections.

On 6/29/22 at 12:40 PM, ASM (administrative
staff member) #1, the executive director, ASM #2,
the director of nursing and ASM #3, the Regional
Diractor of Clinical Services were made aware of
the above concerns.

No further information was provided prior to exit.

4. Resident #45 was observed in bed with
bilateral half length side rails up bitaterally on
6127122 at 2:30 PM. The facility was not able to
evidence that any bed inspections were done to
onsure the safety of the side rails.
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On the most recent MDS (Minimum Data Set), a
quarterly assessment with an ARD (Assessment
Reference Date) of 4/27/22, Resident #45 scored
a 13 out of a possible 15 on the BIMS (Brief
Interview for Mental Status). The resident was
coded as requiring supervision for eating and
axtensive to total care for all other areas of
activities of daily living.

On 6/27/22 at 2:30 PM, Resident #45 was

. observed in bed with bilateral half length side rails

up bilaterally.

A review of the clinical record revealed a
physician’s order dated 2/10/21 for "Bilateral 1/4
side rails to aid in positioning and mobility."

Further review of the clinical record revealed side i
rail assessments completed on 2/10/21, 3/9/21,
4428121, 721121, and 10/21/21.

An "Informed Consent for Use of Bed Rails” was
completed on 2/10/21.

A review of the comprehensive care plan
revealed one dated 10/2/18 for "[Resident #45]
has an ADL (activities of daily living) self-care
parformance deficit r/t (related to) aging process,
Arthritis and limited mobility.” This care plan
included an intervention dated 10/2/18 and
revised on 2/10/21 for "SIDE RAILS: Bilateral 1/4
side rails to aid in positioning and mobility."

On 6/28/22 at 2:41 PM, an interview was
conducted with OSM #2 (Other Staff Member) the
Maintenance Technician. She stated that she

. checks for side rail and bed safety. She stated
- that she does not log or track bed and side rail

F 909
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inspaclions and what components were inspected
and what bed and/or room number and date of
inspection. When asked about a manufacturer's
manual for recommendations and specifications,
she stated that she does not have one. She
stated that she has not had a maintenance
director for about 6 months and was told not to
warry about anything on paper, just follow what is
in the electronic maintenance system.

F 909

OSM #2 then provided a print out from the
facility's electronic maintenance system. A review
of this facility document revealed instructions for
how to conduct bed and side rall inspections but |
still did not evidence that any aclual inspections
of any beds or dates of Inspections. It also did
not addrass the frequency of conducting the
inspections. This document, "Beds & Mattresses:
Inspect Bed Rails” documented, *....Maintenance
Check: Inspect connectors on rails and tighten
as necaessary. Remove any burs or rough edges i

. to prevent infury. Verify the function on the spring
tatch-knob assembly, if applicable. Ensure the |
latch is free of dirt and/or forelgn material that i ! i
could impailr its function. Ensure that the rails i
engage and lock as specified. Tighten, adjust or :
replace any parts such as end caps, knobs, bolts, !
screws, efc., that are loose, show signs of wear '
or are missing.”

The facility policy, "Side Rail/Bed Rail" was
. reviewed. This policy documented, "Policy: The
. Center, will attempt alternative interventions, and
dacument in the medical record, prior to the use
of side rail/bed rail. Side rail/bed rail may include i
but not limited to: Side rails, bed rails, safety
rails, grab bars and assist bars. Procedure: 1. |
Prior to installation of a side rail/bed rall complete
the side railfbed rall evaluation to evaluate the |
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resident for risk of entrapment. 2. Review the risk
and henefits with the resident and/or resident
representative. 3. Obtain consent from the
resident and/or resident representative. 4.

. Obtain physician order for side railbed rail. 5.
- Update the care plan and kardex. 6.

Re-evaluate the use of side rail/bed rail, quarterly,
with a change in condition or as needed. 7.
Follow the manufacturers' recommendations and
specifications for installing and maintaining side
rails/bed rails."

" The policy did not address when and how fo
- conduct any routine or periodic maintenance and

inspections of side rails and beds and tracking
documentation of these inspeclions. The facility
did not have a manual of the manufacturer's
recommendations and specifications for the side
ralls as documented in the policy. The facility
was not logging and tracking routine or periodic
bed and side rail inspections.

On 6/29/22 at approximately 1:00 PM, ASM #1
(Administrative Staff Member) the Executive
Director, ASM #2 the Director of Nursing, and
ASM #3 the Regional Director of Clinical
Services, waere made aware of the findings. No
further information was provided by the end of the
survey.
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